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Since  the  Avritings  of  Bernutz,  N^laton,  and  other  French 
pathologists,  first  directed  attention  to  the  formation  of  collec- 
tions of  blood  in  the  pelvis,  obstetric  practitioners  have  become 
more  or  less  • familiar  with  the  subject.  Yet  it  cannot  he  said 
that  its  importance  in  general  pathology  has  been  recognised. 
Blood  poured  out  into  the  peritoneum  commonly  causes  inflam- 
mation of  that  membrane ; the  peritonitis  only  is  observed,  the 
cause  is  overlooked.  A common  termination  of  the  affection  is  the 
voiding  the  retained  blood  by  an  opening  into  the  bowel  or 
vagina.  This  has  been  vaguely  called  melcena  or  metrorrhagia ; 
the  essential  nature  of  the  disease  being  entirely  unsuspected. 
There  is  nothing  surprising  in  this  when  Ave  reflect  that  a skil- 
ful physical  exploration  is  necessary  to  make  out  a correct  dia- 
gnosis. Even  examination  by  the  touch  alone  is  liable  to  lead  to 
error.  In  its  mode  of  attack,  in  its  immediate  and  urgent  symp- 
toms, the  formation  of  a blood-mass  in  the  pelvis  simulat''' 
retroversion  of  the  gravid  Avomb.  There  is  acute  pain  in 
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pelvis,  bearing-down  efForts,  tenesmus,  dysuria  or  complete 
retention  of  urine.  Examination  is  made  by  touch,  and  the  os 
uteri  is  felt  close  behind  the  symphysis  pubis,  the  vagina  is  com- 
pressed, its  -roof  and  posterior  wall  are  protruded  by  a rounded 
tumour  which  fills  the  hollow  of  the  sacrum,  and  wliich  appears 
to  be  continuous  with  the  cervix  uteri.  At  this  point  of  the  ex- 
amination the  diagnosis  of  retroversion  of  the  gravid  womb,  or 
of  a fibroid  tumour  of  the  uterus,  seems  inevitable ; and  those 
who  do  not  knoAv,  and  who  are  therefore  apt  to  depreciate,  the  « 
value  of  the  uterine  sound  as  an  instrument  of  diagnosis,  do  stop 
short  at  this  point,  and  consequently  are  led  into  error.  The 
consequence  of  this  error  may  be  of  the  most  serious  kind. 
Single  women,  or  at  least  women  who  have  never  been  pregnant, 
are  perhaps  even  more  liable  than  others  to  be  the  subjects  of 
effusions  of  blood  behind  the  uterus.  To  mistake  such  an  effusion 
for  a consequence  of  pregnancy,  then,  is  to  commit  a moral  as 
Avell  as  a medical  error,  both  alike  disastrous  to  the  patieiit. 

Nor  are  effusions  of  blood  into  the  pelvis  to  be  regarded,  or 
disregarded,  as  of  relatively  slight  moment  on  account  of  their 
presumed  infrequency.  If  they  have  been  hitherto  looked  upon 
as  rare,  it  is  mainly,  I believe,  because  the  errors  of  diagnosis,  to 
Avhich  allusion  has  been  made,  have  been  so  frequent.  What 
instruments  of  precision,  such  as  the  stethoscope,  the  vesical 
sound,  the  laryngoscope,  by  enabling  the  senses  of  the  physician 
or  surgeon  to  penetrate  into  the  structure  of  the  body,  have  done 
to  extend  our  knowledge  of  the  diseases  of  the  chest  and  bladder, 
the  speculum  and  the  uterine  sound  have  done  in  the  case  of  the 
female  pelvic  organs.  No  accurate  knowledge  of  ovarian  or 
uterine  pathology  can  be  acquired  Avithout  these  aids  to  investi- 
gation. And  Avithout  accurate  knoAvledge  of  the  physical  con- 
dition of  the  pelvic  organs,  it  is  equally  impossible  to  appreciate 
the  significance  of  many  severe  disorders  of  the  circulation,  of 
the  nervous  system,  and  of  distant  organs,  or  to  seize  the  condi- 
tions of  cure. 

The  speculum  and  the  uterine  sound  Avere  used  by  Harvey. 

It  Avould  not  be  difficult  to  prove  that  his  knowledge  of  uterine 
pathology  Avas  more  extensive  and  accurate  than  that  possessed 
by  many  physicians  of  the  present  day,  who  deny  themselves, 
and  Avould  deny  to  others,  the  aid  of  those  means  Avhich  he 
kncAv  to  be  essential.  Had  these  means  been  employed  con- 
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tinuously  by  JEavvoy’s  successors,  it  is  scarcely  possible  that  a 
discovery  so  important  as  the  pathology  of  pelvic  hccmatocele 
would  have  bccu  postponed  until  the  middle  of  the  nineteenth 
century. 

The  investigation  of  this  subject  opens  up  a wide  field  of 
clinical  study.  In  its  various  causes,  in  its  symptoms  and  dia- 
gnosis, pelvic  hccmatocele  is  closely  linked  with  almost  every 
physiological  and  pathological  condition  of  the  pelvic  organs. 
Of  course  an  effusion  of  blood  is  not  in  itself  a disease ; it  is  but 
the  result  of  some  lesion  or  disease  of  structure.  But  whatever 
the  source,  the  invasion  of  the  peritoneum  by  extra vasated  blood 
will  produce  certain  symptoms  more  or  less  definite ; and  it  is 
not  always  possible  to  do  more  than  observe  and  treat  these 
symptoms.  We  cannot  always  detect  the  cause.  It  is  not  there- 
fore irrational  to  approach  the  subject  from  its  general  aspect; 
to  look  upon  these  blood-effusions,  in  the  first  place,  as  forming 
one  pathological  entity ; and  then,  having  seized  the  common 
features,  to  proceed  by  a method  of  close  clinical  analysis  to 
trace  the  differential  features  Avhich  are  the  expression  of  the 
different  causative  conditions. 

I propose  to  limit  the  scope  of  this  memoir  to  effusions  of  blood 
into  the  peritoneal  cavity.  I will  not  enter  into  the  discussion 
as  to  extra-peritoneal  effusion.  Some  of  these  effusions  are  un- 
doubtedly allied  in  cause  and  symptoms  with  the  intra-peritoneal 
effusions;  but  tlie  greater  number  are  essentially  distinct,  and 
demand  separate  study.  It  Avill  be  convenient,  although  some- 
what arbitrary,  to  class  all  extra-peritoneal  effusions  of  blood 
under  the  common  term  “ thrombus,”  Avhich  has  long  been  used 
to  indicate  extravasation  into  the  cellular  tissue  investing  and 
connecting  the  organs  of  the  pelvis,  or  into  the  structure  of  these 
organs.  Hie  term  “lisematocele”  may  in  like  manner  be  applied 
to  all  the  intra-peritoneal  effusions  of  blood. 

The  common  symptoms  of  the  “intra-peritoneal  hscmatocele” 
are  tliose  which  mark  all  sudden  injuries  attended  with  effusion 
of  blood  within  the  abdomen.  These  are,  primarily,  the  signs 
of  shock,  VIZ.  pain,  prostration,  collapse  more  or  less  complete, 
cold  surface,  pallor,  perhaps  syncope,  generally  vomiting. 
Secondarily,  there  are  the  consequences  of  peritoneal  irntation  : 
pain,  increased  on  pressure,  distension  of  the  abdomen,  quickened 
pulse,  increased  temperature,  aspect  of  suffering.  The  blood 
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naturally  gravitating  to  the  retro-uterine  pouch  of  the  peritoneum, 
■will,  in  the  less  severe  order  of  eases,  generally  clot  there,  and 
form  Avith  the  su])eradded  peritonitic  effusion  Avhich  surrounds 
it,  encysting  it,  a mass  more  or  less  firm  and  rounded,  Avhich 
pushes  the  uterus  and  the  roof  of  the  vagina  bodily  forwards 
against  the  symphysis  pubis,  and  compresses  the  rectum  back- 
wards. The  pressure  thus  occasioned,  just  like  that  from  retro- 
version of  the  gravid  Avomh,  may  cause  retention  of  urine,  and 
commonly  causes  tenesmus  of  the  bowel.  That  the  tumour 
occupying  the  pelvis  is  really  outside  the  uterus  can  be  readily 
demonstrated.  The  finger  passed  into  the  vagina  is  directed  by 
the  tumour  forwards  and  upwards  to  the  os  uteri,  close  behind 
the  symphysis  pubis.  Behind  the  os,  and  stretching  below  it, 
is  the  resisting  rounded  tumour  bulging  forward  the  roof  and 
posterior  Avail  of  the  vagina.  The  finger  passed  into  the  rectum 
gets  beloAv  and  behind  the  tumour,  hut  can  rarely  reach  above 
it ; keeping  this  finger  on  the  tumour,  Avhilst  the  fingers  of  the 
other  hand  are  pressed  into  the  abdominal  Avail  above  the  pubes, 
the  tumour  is  defined  hetAveen  the  tAvo  hands ; perhaps  some 
obscure  fluctuation  is  felt ; if  the  mass  be  small,  its  situation 
Avill  be  found  limited  to  the  pelvis  ; but  if  large,  it  may  he  felt 
rising  to  any  point  betAveen  the  symphysis  as  high  as,  or  even 
above,  the  umbilicus.  Generally  the  fundus  uteri,  Avhich  is 
pushed  closely  against  the  abdominal  Avail,  may  be  felt  as  a firm 
mass  rising  just  above  the  symphysis,  and  forming  a distinct 
projection,  separated  by  a groove  from  the  blood-tumour  behind 
and  above  it.  The  uterine  sound  completes  the  diagnosis.  The 
instrument,  slightly  curved,  is  passed  into  the  cervix  uteri,  and 
the  point  turned  forwards  toAvards  the  umbilicus,  proceeds  until 
it  is  arrested  by  reaching  the  fundus  of  the  organ.  Then  nothing 
is  more  conclusive  than  the  evidence  it  gives.  It  has  passed  tAvo 
and  a half  inches — the  normal  length  of  the  uterus — or  more, 
shoAving  that  it  really  defines  the  uterus ; and  by  carrying  the 
handle  gently  hackAvards,  so  as  to  make  the  fundus  project  over 
the  symphysis,  the  hand  plainly  traces  the  outline  of  the  uterus 
there,  and  it  may  even  feel  the  point  of  the  sound.  The  position 
of  the  uterus  thus  being  determined,  it  folloAvs  that  the  tumour 
behind*  is  something  else.  This  cannot  he  done  in  retroA'ersion 
of  the  uterus.  If  it  be  possible  to  pass  the  sound,  it  can  only  he 
by  giving  it  a strong  curve  and  turning  the  point  Avell  baclvAvards 
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after  entering  the  cervix.  A skilful  hand  will  not  be  likely  to 
mistake  the  tumour  for  a fibroid. 

Peri-uterine  phlegmon  is  distinguished  by  the  local  symptoms 
coming  on  after  labour  or  abortion,  by  the  symptoms  being  less 
marked  and  severe  at  the  onset ; by  its  course  being  slower ; by 
the  chief  seat  of  the  tumefaction  being  lateral,  not  retro-uterine ; 
by  the  os  uteri  being  found  fixed  nearer  the  centre  of  the  pelvis, 
not  being  drivep  forwards.  The  patient  commonly  walks  lame, 
dragging  one  leg. 

Such  being  the  general  features  and  diagnosis  of  retro-uterine 
hsematocele,  I will  now  relate  the  histories  of  cases  classed  in 
groups,  so  as  to  illustrate  more  distinctly  the  various  forms  of 
the  affection,  and  to  bring  out  the  indications  in  treatment.  A 
few  words  of  commentary  will  be  appended  to  the  cases  Avhere 
any  useful  deduction  is  suggested ; and  the  general  conclusions 
will  be  reserved  to  the  end. 

The  first  group  Avill  comprise  cases  of  rupture  of  the  gravid 
uterus.  With  cases  of  this  kind  medical  men  are  familiar  by 
reading,  if  not  from  personal  observation ; but  the  consideration 
of  them  in  connection  Avith  the  subject  in  hand  is  so  important 
that  I have  determined  to  give  these  the  first  place. 


Group  I. — E-upture  of  the  Uterus. 

Case  1. — HcemorrJiage  into  abdominal  cavity  from  ruiyture  of 
the  gravid  uterus  ; gastrotomy. 

On  the  24th  March,  1867,  I was  called  to  the  following  case  by  my  friend,  Mr. 
French,  of  Walthamstow  : — 

Mrs.  G — , ajt.  39,  was  in  labour  at  term  with  her  fifth  child,  having  further  had 
several  miscarriages  intervening.  Mr.  French  was  first  sent  for  on  the  22nd,  at 
9 a.m.,  in  consequence  of  the  membranes  breaking,  and  the  profuse  discharge  of 
araniotic  fluid  accompanied  by  slight  pains.  The  os  uteri  was  then  open  to  the 
size  of  a florin,  its  circumference  very  thick,  fleshy,  tender,  and  unyielding;  the 
head  was  felt  with  difficulty  owing  to  its  being  so  high  at  the  brim.  An  opiate 
w.as  administered,  which  procured  several  hours’  sleep.  On  the  next  morning  the 
pains  returned  a little  stronger  for  about  an  hour,  but  with  no  efiect  in  dilating 
the  os,  ainniotic  fluid  escaping  at  intervals.  During  the  day  the  patient  was 
alternately  walking  about  and  lying  down.  At  3.30  p.m.  the  condition  was  still 
the  same.  At  8.30  p.m.  Mr.  French  was  summoned  in  consequence  of  repeated 
syncope.  He  was  informed  that  at  6 p.m.  she  had  got  on  the  night-stool,  and, 
whilst  straining,  experienced  a short,  rather  sharp  pain  in  the  body,  followed  by 
fainting  and  sickness.  Ihc  nurse  had  some  difficulty  in  removing  her  to  bod. 
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After  being  laid  down  she  felt  better,  and  was  reported  to  have  slept  for  a couple 
of  hours.  On  awaking  she  complained  of  a return  of  the  syncope,  and  also  of 
difheulty  of  breathing.  J\Ir.  French  found  her  in  collapse,  completely  prostrated, 
pulseless,  hurried  respiration,  all  pains  gone.  The  head  had  disappeared  from  the 
brim  of  the  pelvis;  the  uterus  seemed  hard  and  contracted;  a discharge  of  blood 
came  from  the  vagina.  It  was  evident  that  rupture  had  taken  place  two  and  a half 
hours  previously,  when  on  the  night-stool.  The  head  and  limbs  of  the  foetus  could 
be  distinctly  felt  through  the  abdominal  walls.  The  j)atient  continued  pulseless 
till  11  a.m.  of  the  24th,  when  the  breathing  improved,  and  the  pulse  became 
slightly  perceptible  at  the  wrist.  There  was  some  reaction  from  the  shock.  I saw 
her  at  1.30  p.m.  She  was  lying  on  her  back,  not  complaining  of  much  pain,  per- 
fectly conscious,  breathing  a little  distressed,  says  “ the  child  presses  against  her 
heart.”  The  hand  passed  into  the  vagina,  ascertained  that  the  cervix  uteri  was 
not  fully  dilated,  clots  and  grumous  blood  in  the  vagina  and  uterus,  the  placenta 
ielt  detached,  no  part  of  child.  The  seat  of  the  rupture  was  not  felt,  and  I did 
not  think  it  desirable  to  grope  about  much,  as  I felt  certain  the  foetus  was  entirely 
in  the  abdominal  cavity,  and  that,  owing  to  the  imperfect  dilatation  of  the  cervix 
and  vagina,  attempt  to  extract  the  child  per  vias  naturales  would  involve  more 
difficulty,  more  violence,  and  more  loss  of  time — adding  shock  to  shock — than 
gastrotomy,  it  was  better  to  resort  to  this  operation.  Gastrotomy,  moreover, 
would  afford  the  means  of  clearing  away  clots,  &c.,  from  the  abdominal  cavity. 
This  was  therefore  determined  upon.  Chloroform  was  given  by  Mr.  French ; it 
very  quickly  answered.  I made  an  incision  from  the  umbilicus  to  2 inches  above  the 
symphysis,  in  all  about  5 inches  long,  in  the  tense  state  of  the  walls,  from  the  child’s 
head  and  trunk  which  were  just  under.  There  was  scarcely  any  bleeding.  I 
seized  the  feet  and  drew  out  the  child ; the  head  resisted,  it  was  very  large, 
hydrocephalic,  the  circumference  being  seventeen  inches,  and  measuring  eleven 
inches  from  the  tip  of  one  ear  to  that  of  the  other.  It  was  necessary  to  extend 
the  incision  a little  to  allow  the  head  to  pass.  The  child  had  certainly  been  dead 
from  the  time  of  the  rupture — the  placenta  being  at  that  time  cast  off  by  the  con- 
tracting uterus ; perhaps  it  was  dead  even  before.  It  did  not  exhibit  marks  of 
decomposition.  Some  black  clots  and  grumous  blood,  like  what  came  from  the 
vagina,  welled  up.  The  uterus  was  seen  of  dark  violet  colour,  flaccid,  rising  four 
or  five  inches  above  the  symphysis  pubis;  the  left  ovary,  grey  and  scarred  as 
towards  the  term  of  reproductive  life,  came  into  view,  and  with  it  the  left  Fallo- 
pian tube,  looking  like  small  intestine;  its  whole  length,  and  especially  the 
fimbriated  extremity,  were  deeply  injected,  swollen  so  as  to  increase  the  convolu- 
tions ; colour,  deep  red.  Immediately  behind  the  left  tube  and  broad  ligament 
was  the  rupture,  extending  from  near  the  fundus  to  the  cervix.  It  was  not  a clean 
rent ; the  inner  uterine  wall  was  not  rent  on  the  same  plane  with  the  peritoneal 
aspect ; the  edge  was  flabby.  I removed  the  placenta,  which  was  partly  outside 
the  uterus;  it  was  rather  pale,  and  was  studded  with  calcareous  and  fibrinous 
spots  on  the  maternal  surface.  Clots  and  blood  were  sponged  out  of  the  abdominal 
cavity.  The  abdominal  wound  was  then  closed  by  silver  sutures.  The  anesthesia 
quickly  passed  away ; no  vomiting ; the  pulse  was  quite  as  good  as  before  tbe 
operation.  At  4.45  p.m.  we  found  her  more  comfortable  than  she  had  been  at  any 
time  since  the  rupture.  Treatment : opium,  “ rest.” 
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She  sank  at  1 a.ni.  ou  the  25th,  that  is  64  hours  from  the  escape  of  liquor  amni’, 
31  hours  from  rupture  of  the  womb,  and  lOi  hours  from  the  operation. 

Autopsy  was  refused. 


C.4.SE  3. — Rupture  of  uterus  during  labour  ; death  ; post- 
mortem examination. 

April  loth,  1864.  M.  C — , aot.  26,  has  had  four  children,  and  a year  affo  an 
abortion.  Reported  as  always  healthy,  but  her  aspect  was  that  of  a delicate 
woman ; she  was  said  to  have  been  well-nourished.  She  worked  as  a saddle-maker 
during’  her  pregnancy,  and  within  a week  of  her  labour.  Being  at  term,  she 
seemed  well  ou  the  evening  of  the  9th,  when  the  midwife  examined,  and  found  no 
dilatation  of  the  os  uteri.  Labour  was  probably  progressing  during  the  10th.  At 
5 p.m.  this  day  the  midwife  found  the  head  in  the  pelvis  near  the  perinmum,  so 
that  delivery  was  expected  every  minute ; but  there  were  no  pains.  The  patient 
seemed  faint,  but  spoke  cheerfully,  and  did  not  complain  of  pain ; there  was  no 
external  haimorrhage.  At  8 p.m:  she  seemed  prostrate;  movements,  described  as 
“ convulsions,”  appeared ; marked  pallor ; she  had  a fair  colour  the  day  before. 

I was  then  sent  for.  I arrived  in  less  than  twenty  minutes,  but  found  her  dead. 

The  post-mortem  examination  was  performed  next  day  by  Mr.  Weller,  Resident- 
Aceoueheur  to  the  London  Hospital.  The  body  was  foirly  nourished.  Ineision 
in  linea  alba  did  not  reveal  the  uterus,  but  a thin  membrane  tinged  u ith  blood, 
and  some  extravasated  blood  and  the  intestines.  Closer  examination  diseovered 
under  the  thin  membrane,  the  breech,  legs,  and  trunk  of  the  foetus  of  full  size ; 
it  was  lying  on  the  right  side  of  the  abdomen.  The  head  was  in  the  pelvic  cavity, 
the  occiput  turned  to  the  right  foramen  ovale;  the  cranium  had  undergone  some 
degree  of  elongation  in  its  passage  in  the  pelvis.  The  cuticle  came  off ; decompo- 
sition had  made  some  progress ; it  seemed  probable  that  the  child  had  been  dead 
a week  or  more.  The  patient  had  eomplaiued  of  feeling  ill  on  the  3rd  inst.  The 
child  being  removed,  the  uterus  was  seen  pushed  to  the  left,  not  muoh  contraeted, 
and  containing  the  placenta  which  adhered  to  the  fundus.  There  was  a longitu- 
dinal rent  extending  from  the  fundus  down  through  the  cervix,  and  involving  the 
fundus  of  the  vagina ; the  rent  ran  in  a straight  line  along  the  right  side  of  the 
uterus,  a little  anterior  to  the  broad  ligament.  The  edges  of  the  rent  were  deeply 
ecchymosed;  the  peritoneum  had  been  dissected  off  from  the  muscular  wall  for  a 
considerable  space,  and  blood,  black,  half  coagulated  and  half  liquid,  was  efl'used 
between  the  two  structures,  and  between  the  folds  of  the  broad  ligament.  In  this 
way  a sac  had  been  formed  of  the  peritoneal  investment,  enclosing  effused  blood 
and  the  foetus.  At  one  point  the  peritoneal  sac  had  given  way,  and  permitted 
some  of  the  blood  and  part  of  the  child  to  escape  into  the  abdominal  cavity.  The 
placental  site  was  not  involved  in  the  rent.  The  placenta  was  easily  detached, 
but  a portion  of  the  membrane  adhered  more  firmly.  The  placental  tissue  seemed 
more  friable  than  usual,  but  there  was  no  alteration  of  structure,  or  deposit  of 
fibrin  or  calcareous  matter.  The  brim  and  cavity  of  the  pelvis  were  of  fair  pro- 
portions and  smooth.  The  lungs  were  healthy.  Tlie  heart  seemed  thin-walled, 
with  some  deposit  of  fat  about  the  base;  a fibrinous  clot  in  the  right  auricle. 

On  microscopical  examination,  the  muscular  structure  of  the  ventricles  of  the 
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heart  was  fomul  generally  healthy  j but  here  and  there  were  fibres  which  had  lost 
the  transverse  strias,  and  showed  marks  of  fatty  degeneration;  and  I thought  the 
tissue  generally  was  rather  more  friable  than  natural.  The  muscular  tissue  of  the 
uterus  on  the  edges  of  the  rupture  exhibited  the  usual  appearance;  there  being 
certainly  no  excess  of  fatty  change  in  the  mature  fibre-cells. 

In  this  case  I arrived  at  the  conclusion  that  the  cause  of  the  rupture  was  the 
previous  death  of  the  child.  The  loss  of  resiliency  in  the  child,  consequent  upon 
its  death,  destroys  its  leverage-property,  unfits  it  to  propagate  the  driving  force 
exerted  on  its  breech  through  its  spinal  column  to  the  head,  which,  in  its  turn,  is 
uuafiected  by  those  relations  of  form  and  firmness  which  exist  between  the  living 
head  and  the  pelvis,  and  which,  under  the  driving  force,  determine  the  extrusion 
of  the  head  under  the  symphysis  pubis.  Hence  there  is  an  obstructed  labour. 

Case  3. — Hupture  of  the  uterus  during  labour  ; death  ; 
post-mortem  examination. 

January  26th,  1863.  M.  A.  L — . I was  asked  to  see  a patient  who  was  mori- 
bund ; but  all  active  assistance  was  refused.  The  patient  had  a first  child  si.xteen 
months  before ; it  was  a cross-birth ; she  was  in  labour  five  days ; and  recovered 
with  vesico-vaginal  fistula.  Being  at  term  of  her  second  pregnancy  on  the  25th, 
she  was  seen  by  her  medical  attendant  at  5.30  p.m.  Pains  were  then  strong;  she 
also  complained  of  acute  suflering  at  the  pit  of  the  stomach  as  having  continued 
from  the  morning.  When  examined,  the  uterus  was  felt  contracting;  the  os 
uteri  was  not  reached,  but  the  head  w'as  just  felt.  Whilst  under  examination  the 
pains  stopped;  the  patient  gave  no  evidence  of  suffering  acute  pain  at  the  time, 
but,  when  asked,  said  she  had  felt  something  give  way.  She  walked  across  the 
room  after  this;  but  collapse  followed  in  five  minutes.  On  pressing  on  the 
abdomen,  she  complained  of  excruciating  pain;  on  trying  to  get  up  she  experi- 
enced difficulty  of  breathing ; the  pulse  fell.  Had  brand}'.  There  was  no  vomit- 
ing, nor  until  2 a.m.,  26th.  At  this  time  her  medical  attendant  found  her  sitting 
on  the  edge  of  the  bed,  harassed  with  dyspnoea.  She  had  not  had  a pain,  nor  did 
she  complain  of  pain ; still  prostration,  and  a very  anxious,  sunk  look ; extremities 
cold.  The  collapse  increased  until  I saw  her  at  4 p.m.,  26th,  when  she  was  sink- 
ing. I could  not  reach  the  os  uteri  without  considerable  trouble,  having  to  pass 
the  finger  high  up  behind  the  symphysis  pubis,  when  I touched  the  edge,  having 
also  felt  a valvular  fold,  which  I conjectured  to  be  tbe  fistulous  opening  into  the 
bladder.  The  head  was  felt  descended  a little  below  the  brim  through  a covering 
thinner  than  the  uterus  or  cervix;  this  was,  in  fact,  the  distended  roof  of  the 
vagina.  The  examination  by  the  vagina  did  not  cause  much  pain,  but  palpation 
of  the  abdomen  did.  The  form  of  the  abdominal  tumour  was  not  regular,  yet  not 
so  marked  in  prominence  as  to  reveal  the  foetus  outside  the  uterus.  The  poor 
woman  sank  in  thirty  minutes  afterwards,  the  friends  having  rejected  the  pro- 
posal of  the  Cffisarian  section. 

The  post-mortem  examination  was  performed  on  the  28th.  On  opening  the 
abdomen,  large,  loose  clots  of  dark  blood  were  found  under  the  omentum  amongst 
the  intestines.  The  uterus  rose  seven  or  eight  inches  above  the  pubic  symphysis ; 
it  was  firmly  contracted,  pale,  inclined  a little  to  the  right.  J ust  above  its  upper 
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margin  lay  a soft,  dark-red  mass — the  placenta;  above  this,  extending  across  the 
abdomen,  was  a white  distended  sac,  at  first  taken  for  the  colon  enormously  dis- 
tended with  air — this  was  the  unbroken  amnion,  containg  liquor  amnii  and  foetus 
of  full  size,  the  head  downwards  in  the  first  position  over  the  pelvic  brim.  These 
parts  being  removed,  the  uterus  was  seen  rent  from  top  to  bottom,  along  tlie 
centi'e  line  posteriorly.  As  contracted,  the  walls  at  the  seat  of  rupture  were 
nearly  two  inches  thick ; blood  adhered  in  clots  to  the  torn  surface ; the  rent 
went  through  a part  of  the  site  of  placental  attachment.  At  the  rent  and  else- 
where the  uterine  structure  had  the  ordinary  appearance.  The  edges  were  some- 
what everted,  the  contracting  walls  having  pulled  open  the  uterus  at  the  fissure 
to  expel  the  contents,  which  must  have  been  shot  out  with  some  force.  The  pelvis 
was  of  fair  proportions.  The  os  uteri  was  scarcely  at  all  dilated,  and  seemed 
healthy. 

The  heart  was  flabby  and  pale.  Portions  of  both  ventricles  exhibited  disposi- 
tion to  granular  change.  The  fibres  easily  broke  up  into  minute  fragments ; the 
transverse  striae  were  in  many,  places  absent  or  indistinct.  The  minute  structure 
of  the  muscular  walls  of  the  uterus  did  not  exhibit  any  appearance  differing  from 
what  is  characteristic  at  the  term  of  gestation.  This  description  was  verified  by 
Dr.  Bristowe  and  Dr.  Montgomery. 


Case  4. — Rupture  of  gravid  uterus  ; gastrotomy. 

On  the  4th  May,  1869, 1 met  Mr.  Hopkins,  of  Shoreditch,  in  the  case  of  Mrs.  B — , 
who  had  had  ten  children,  all  easy  labours.  Being  at  term,  was  “a  little  upset  by 
her  husband  coming  home  late.”  Mr.  Hopkins  saw  her  at  1 a.m.;  he  observed 
nothing  particular ; there  being  no  sign  of  labour  advancing,  he  left.  Called  at 
7 a.m.,  he  found  her  blanched,  collapsed,  complaining  of  pain  in  abdomen ; there 
was  some  hsemorrhage  externally,  and  the  presentation  could  not  be  felt;  the 
cervix  uteri  admitted  two  fingers.  I saw  her  at  8.30  a.m. ; she  was  in  the  condi- 
tion described;  the  pulse  could  scarcely  be  felt;  great  prostration  and  pallor; 
great  pain  in  abdomen  and  chest ; quite  conscious.  1 could  feel  the  contracted 
uterus,  about  the  size  of  a fcetal  head,  by  the  hand  on  abdomen ; could  feel  nothing 
in  uterus,  so  I dilated  the  cervix  for  ten  minutes  by  one  of  my  bags.  I was  then 
able  to  pass  my  fingers  into  the  uterus  so  as  to  explore  the  whole  cavity ; feeling  in 
the  anterior  wall,  about  half  way  between  fundus  and  cervix,  I came  to  a hole  quite 
through  the  wall,  so  that  I could  pass  the  tip  of  my  finger  through  it,  and  feel 
this  by  the  hand  outside.  Then  we  felt  the  enlarged  abdomen,  and  the  child  out- 
side the  uterus.  We  determined  upon  gastrotomy.  At  9.30,  assisted  hy  Dr. 
Phillips  and  Mr.  Hopkins,  I performed  it.  An  incision  four  inches  long  was  made 
in  the  median  line;  this  revealed  a dark  thin  membrane,  through  which  the 
child’s  head  and  arm  could  be  felt  and  seen ; this  membrane  was  the  peritoneum ; 
being  opened,  a large  quantity  of  black  fluid  blood  welled  out  of  the  wound. 
Presently,  the  chorion  and  amnion  came  into  view  as  a thin,  transparent,  whitish 
membrane ; it  was  tense  with  fluid ; the  ovum  was  quite  unbroken,  having  been 
cast  out  of  the  uterus,  placenta  and  all..  I punctured  the  sac,  seized  a leg,  and 
delivered  gently.  The  placenta  and  membranes  came  away  without  any  resistance. 
Black  blood,  which  had  been  eftuscd  into  the  peritoneal  cavity  in  consequence  of 
the  rupture,  continued  to  well  up  out  of  the  wound  for  some  time,  so  we  pro- 
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ceeded  deliberately  sponging  it  away  as  it  came,  compressing  the  abdomen  gently 
so  as  to  aid  the  evacuation  of  it,  until  no  more  came.  The  intestines  were  scarcely 
at  all  exposed.  There  w.as  hardly  any  bleeding  from  the  abdominal  wound. 
Passing  the  finger  towards  the  pelvis,  it  encountered  the  fundus  of  the  uterus, 
contracted,  firm,  rising  a little  above  the  symphysis,  and  the  finger  went  into  the 
opening  in  the  anterior  wall.  This  was  irregular,  as  if  jagged  or  starred,  the  wall 
of  the  uterus  at  the  spot  being  very  thick.  The  patient  soon  rallied  from  the 
chloroform,  and  seemed  better  than  before  the  operation,  the  pulse  having  gained 
power.  Before  the  operation  the  pain  in  the  chest  and  abdomen,  when  we  attempted 
to  place  the  patient  on  her  back,  was  so  distressing  that  we  had  to  give  it  up  until 
after  the  chloroform.  After  the  operation  she  lay  on  her  back  without  distress. 

9.30  p.m.  Has  passed  the  day  very  well;  pulse  120;  aspect  better;  some  pain 
in  abdomen ; has  vomited  once  only ; has  had  beef-tea,  brandy,  and  opium. 

9.30  a.m.,  5th.  Less  pain,  urine  drawn  off.  She  sank  42  hours  after  the  oper- 
ation. It  did  not  seem  to  us  probable  that  she  would  have  lived  six  hours  but  for 
the  operation. 

Ill  these  cases  of  rupture  of  the  gravid  uterus,  the  shock 
attendant  upon  the  injury  is  the  more  immediate,  and  tiie  most 
serious  symptom.  Although  the  luemorrhage  is  commonly 
profuse  and  rapid,  so  as  to  constitute  in  itself  a source  of  immi- 
nent danger,  ivhilst  it  aggravates  the  traumatic  shock,  it  is 
nevertheless  generally  of  secondary  importance,  at  least  in  point 
of  time.  The  shock  alone  may  crush  the  patient  in  a few  hours. 
If  she  survive  this  first  danger,  the  loss  of  blood  may  still  prove 
fatal.  And  it  is  too  frequently  the  case  that  from  one  or  other 
of  these  causes,  or  from  both  combined,  death  ensues  before  the 
special  effects  of  the  presence  of  effused  blood  in  the  peritoneum 
have  time  to  be  developed. 

The  blood  rarely  coagulates  more  than  partially ; remaining 
liquid,  it  is  diffused  over  the  intestines,  only  a portion  being 
able  to  settle  in  the  pelvic  cavity ; the  conservative  peritonitis 
which,  under  more  favorable  circumstances,  secludes  the  blood 
ill  the  pelvic  region  by  plastic  effusions  cannot  take  place.  It 
does  not,  in  technical  language,  become  “ encysted.”  It,  there- 
fore, does  not  form  a tumour;  it  is  not  a “ hannatocele.”  It 
is  the  most  severe  form  of  intra-peritoneal  haemorrhage,  re- 
sembling the  bursting  of  an  aneurism,  rather  than  those  cases 
which  have  been  more  particularly  described  under  the  title  of 
haematoceles.  It  is  a cataclysm  of  blood,  not  a slow  or  gradual 
effusion.  In  this  respect,  hut  differing  in  some  of  its  symptoms, 
cases  of  rupture  of  the  gravid  uterus  resemble  those  in  the  next 
group,  in  which  the  cyst  of  an  extra-uterine  gestation  bursts. 
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Giiour  II. — RuPTUiiE  OF  Extka-Uterine  Gestation-Cysts. 


Case  5. — Fallopian-gestation  ; rupture;  hcemorrhage  into 
abdomen;  death;  autops]). 

On  the  14th  February,  1868,  I was  sent  for  early  in  the  inoming  in  great  haste 
to  meet  Dr.  Ross,  of  Shadwell.  On  my  arrival  I found  the  patient,  Mrs.  K— , 
had  just  expired.  Her  age  was  45  : she  had  been  a widow  nine  years,  and  had 
been  married  again  six  years  without  children  j her  husband,  a sailor,  went  away 
in  September ; she  was  supposed  to  be  five  months  pregnant ; she  had  had  metror- 
rhagia every  fortnight,  the  last  three  years  j she  was  a very  hard-working  woman. 
Dr.  Ross  saw  her  on  the  30th  September,  when  she  was  complaining  of  great 
agony  in  the  abdomen;  and  again  in  October.  She  had  sent  for  Dr.  Ross  yester- 
day (the  13th  February) ; she  was  blanched,  great  pain  in  the  abdomen ; tumefac- 
tion; haemorrhage;  faintness,  and  sense  of  suffocation;  there  was  no  history 
obtainable  of  shock  having  commenced  at  any  definite  moment ; she  seemed  to 
sink  gradually.  Dr.  Ross  diagnosed  internal  haemorrhage. 

Autopsy  next  day.  Dr.  Ross  and  myself. — A tumour  the  size  of  the  fist  is  felt 
through  the  abdominal  walls  in  the  left  iliac  fossa  ; and  a mass,  firm,  but  indistinct 
in  outline  in  the  hypogastrium,  which  is  somewhat  prominent.  On  opening  the 
abdominal  cavity  a large  quantity  of  liquid  black  blood  flowed  out.  Lying  in  the 
cavity  amongst  the  intestines  was  also  much  coagulated  blood.  Lying  free  amongst 
the  intestines,  partly  covered  by  them,  in  the  left  side,  was  a well-formed  male 
foetus,  of  about  six  months  development ; quite  fresh,  apparently  only  recently 
dead.  The  cord  was  traced  to  a cyst  situated  above  the  pelvis,  nearly  centrally, 
perhaps  a little  more  to  the  right.  This  cyst  was  large  enough  to  hold  the  foetus, 
which  had  evidently  escaped  from  it  by  rupture  of  the  walls.  The  placenta  was 
closely  attached  to  the  walls  of  the  cyst  throughout  nearly  its  whole  inner  surface 
it  was  well-formed,  healthy.  At  one  part,  between  the  placenta  and  the  cyst-wall, 
was  a large  recent  clot : this  was  near  the  seat  of  rupture.  The  source  of  hsemor- 
rhage  had  been  the  placental  vessels,  and  the  vessels  in  the  cyst.  The  cyst  was 
formed  out  of  a development  of  the  left  Fallopian  tube,  beginning  about  three  inches 
from  the  uterine  end.  Adhesions  had  been  formed  between  the  cyst-walls  and  the 
intestines ; the  ovary  could  not  be  distinguished.  The  walls  were  generally  half 
an  inch  thick.  The  tumour  felt  in  the  left  ilium  before  opening  the  body  was  the 
uterus,  enlarged  to  the  size  of  two  months’  gestation,  and  pushed  aside  by  the 
cyst.  The  inner  surface  of  the  uterus  was  line{l  by  a thick  white  pultaccous 
membrane,  which  could  be  scraped  off  the  muscular  coat ; the  fibres,  especially  of 
Ruysch’s  muscle,  were  very  clearly  discerned. 

The  hajinorrhages  which  had  appeared  per  vaginam  during  life  must  have  been 
the  result  of  uterine  congestion. 


Case  G. — Hcemorrhage  into  peritoneum  from  rupture  of  a 
Fallopian  cyst ; death  ; autopsy. 

On  the  IGtlv October,  1862, 1 met  Mr.  Brown,  of  l^iiisbury  Circus,  in  the  case  of 
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Mrs.—,  fflt.  27.  She  had  had  six  children;  two  attacks  of  rheumatic  fever  had 
left  the  heart  damaged  by  chronic  hypertrophy.  She  was  supposed  to  be  between 
two  and  three  months  pregnant,  when  she  consulted  Air.  Brown  on  account  of 
abdominal  pain  and  Hooding.  Nine  leeches  were  applied;  she  had  calomel  and 
opium.  The  symptoms  abated,  and  she  seemed  convalescent,  when  this  morning 
she  was  suddenly  seized  with  acute  abdominal  pain,  follow-ed  by  collapse.  I saw' 
her  at  9 p.m.:  then  prostration  with  partial  reaction;  skin  blanched;  pulse 
rather  full ; draw's  up  her  legs ; respiration  hurried ; pain  on  pressure  not  marked 
over  abdomen,  but  very  acute  on  pressing  down  in  pelvic  brim.  Per  vaginam  : 
uterus  fixed  at  the  brim;  cervix  firm,  not  patulous;  a hard  substance  binding  the 
uterus  to  the  pelvic  wall,  chiefly  on  the  left  side. 

Diagnosis : hemorrhage  from  rupture  of  a Fallopian  sac. 

Rest;  opium. 

22nd. — Mr.  Brown  informed  me  that  she  was  doing  better  until  this  morning, 
when  she  w'as  seized  again  with  sudden  pain  and  collapse.  She  died  at  8.30  p.m. 

Autopsy,  23rd,  at  4 p.m..  Air.  Brown,  Mr.  Gordon  Brown. — The  abdomen  w'as 
distended  ; when  opened,  dark  coloured  fluid  blood  ran  out.  Peritoneum  and 
intestines  showed  no  inflammatory  injection  or  exudation.  Large  dark  clots, 
some  loose,  some  very  firm,  in  parts  decolorised,  filled  the  retro-uterine  pouch, 
and  generally  the  lower  part  of  the  abdominal  cavity.  Rising  about  four  inches 
above  the  symphysis  was  a rounded  dark  tumour,  which  had  been  enclosed  in  the 
clots.  This  was  removed  en  masse  with  uterus,  ovaries,  and  ligaments.  This 
tumour  was  found  to  be  a cyst  formed  at  the  extremity  of  the  left  Fallopian  tube  by 
adhesion  of  the  morsus  diaboli  to  the  surface  of  the  ovarj'.  The  ovary  w'as  healthy. 

The  cyst,  about  the  size  of  an  orange,  contained  watery  fluid,  clots,  an  embryo 
three  inches  long,  and  placenta,  part  of  which  was  infiltrated  w'ith  blood.  Slitting 
up  the  tube  to  the  uterus  showed  that  it  was  somewhat  enlarged.  The  uterus  was 
not  at  all  above  the  normal  size,  hard,  its  cavity  small,  no  obvious  development ; 
the  cavity  of  the  cervix  was  a little  congested.  The  heart  w'as  much  enlarged ; 
general  adhesion  of  ventricles  and  pericardium ; ventricles  thickened ; aortic  valves 
thickened,  acting  imperfectly. 

Autopsy  verified  the  diagnosis.  Rupture  of  a tubal  pregnant  cyst  was  indicated 
by  the  solidity  near  the  roof  of  vagina  and  the  fixing  of  the  uterus  on  left  side, 
whilst  the  hard  small  cervix  negatived  uterine  gestation. 

There  were  probably  two  distinct  effusions  of  blood  corresponding  with  the  two 
shocks ; there  were  two  distinct  conditions  of  the  blood-clots,  one  recent,  the  other 
of  longer  standing. 

The  pain,  quick  respiration,  &c.,  did  not  show  inflammation,  but  irritation,  shock 
to  nervous  ganglia. 

From  the  symptoms  and  the  character  of  some  of  the  clots  it  is  clear  that  an 
eft'usion  took  place  on  the  16th,  and  although  death  did  not  occur  until  twenty-six 
days  later,  there  was  no  peritonitis. 

Case  7. — Hematocele  from  rupture  of  a Fallopian  cyst 
containing  an  ovum. 

On  the  30th  November,  1862,  I met  Mr.  Conolly  in  the  case  of  Mrs.  D— . 
She  has  had  several  children  and  abortions;  was  believed  to  be  about  two  months’ 
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preguaut.  For  the  last  six  weeks  she  has  suftered  from  pelvic  pains.  Some  days 
ago  there  was  considerable  hcemorrhage;  great  pain  and  vomiting  distressed  her 
on  the  28th.  Dr.  Oldham  saw  her  in  the  evening  j prescribed  morphia.  The 
vomiting  became  more  violent.  I saw  her  at  10  p.m.  on  the  30th.  1 here  was 

considerable  prostration ; anxiety ; lying  with  her  knees  drawn  up ; breathing 
hurried ; pulse  160  or  more,  very  feeble  j abdomen  a little  distended ; pain  not 
very  severe  on  pressure  in  iliac  regions  and  pelvis.  Per  vaginam  ; os  and  cervix 
enlarged  and  soft ; os  uteri  open  admitting  tip  of  finger  into  cervical  cavity  j os 
internum  closed.  No  marked  hasmorrhage  recently ; no  fulness  or  hardness  in 
roof  of  pelvis,  unless  there  be  a little  in  the  left  side. 

2nd  December. — Summoned  at  2 a.m.  as  Mrs.  D—  was  in  a critical  state. 
There  has  been  vomiting,  but  it  had  abated  for  a while,  and  she  seemed  easier. 
Mr.  Conolly  writes,  Mrs.  D—  passed  a bad  night  with  constant  sickness  until 
morning. 

Introduced  a sponge-tent  into  the  os,  and  withdrew  it  this  evening.  I can 
pass  my  finger  into  the  uterus  easily,  but  I feel  nothing.  Sickness  has  again  come 
on  within  a few  hours,  and  spasmodic  pains  in  the  abdomen.  The  pulse  is  rapid  and 
weak,  and  she  appears  in  a very  critical  position.  I found  her  deeply  collapsed, 
pulse  thready,  rapid  beyond  counting ; knees  drawn  up ; says  she  is  dying.  An 
indistinct  fulness  is  felt  on  the  left  of  the  cervix  uteri.  Pressure  upon  uterus 
from  below  causes  acute  pain.  Abdomen  somewhat  distended  and  tense  j 
increased  dulness  over  hypogastrium. 

Diagnosis. — Extra-uterine  gestation  and  rupture  of  cyst. 

Autopsg. — The  abdomen  was  full  of  blood  partly  clotted,  in  great  part  fluid. 
The  quantity  was  so  great,  especially  that  collected  in  the  pelvic  region,  that  it 
required  some  patience  to  get  at  the  source.  This  was  found  to  be  the  ruptured 
left  Fallopian  tube  which  had  been  the  seat  of  gestation.  The  development  of 
the  ovum  indicated  about  two  months’  pregnancy. 


Case  8. — Extra-uterine  gestation  ; death  ; autopsy. 

On  the  9th  February,  1869,  I saw,  in  consultation  with  Mr.  Dyer  of  Clerken- 
well,  the  following  case  which,  whilst  of  importance  as  illustrating  the  history  of 
extra-uterine  gestation,  is  also  of  interest  in  the  diagnostic  study  of  pelvic 
symptoms  and  swellings. 

A poor  woman  had  a premature  labour  some  time  ago.  A fortnight  ago,  being 
according  to  her  calculation  about  seven  months  pregnant,  she  began  to  suffer  from 
incontinence  of  urine ; then  acute  pain  came  on  in  the  abdomen.  Now,  there  is 
great  tension  of  the  abdomen  with  pain,  and  a deep-red  erysipelatoid  suffusion 
over  right  abdomen ; resonance  on  the  left ; dulness  on  the  right  higher  than  the 
umbilicus.  The  vagina  is  compressed  from  behind  forwards  by  a round  tense 
elastic  tumour,  partly  filling  the  cavity  of  the  sacrum,  and  coming  from  above. 
The  os  uteri  was  just  behind  the  symphysis  pointing  downwards,  admitting  the 
finger  freely,  but  I could  not  reach  the  os  internum  or  make  out  the  child.  So 
far  the  exploration  left  it  doubtful  whether  the  case  was  not  retroflexion  of  the 
gravid  womb.  I therefore  introduced  the  sound  j it  went  nearly  to  the  handle  ; 
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that  19,  eight  indies  towards  tho  umliilicus,  showing  that  the  uterus  was  greatly 
elongated,  and  close  behind  the  abdoniinnl  wall.  The  tension  and  pain  in  the 
abdomen,  the  result  of  acute  peritonitis,  prevented  exploration  by  palpation. 

Next  day  I punctured  the  clastic  swelling  in  the  vagina  with  a fine  trocar ; 
about  eight  ounces  of  turbid  fluid  mi.xed  with  blood  escaped.  The  tension  of  the 
tumour  and  of  the  abdomen  was  relieved ; and  the  erysipdatoid  suffusion  on  the 
abdomen  immediately  vanished.  She  was  relieved  a little.  The  tumour  being 
now'  a little  more  flaccid,  I then  felt  by  vagina  and  rectum  what  I thought  to  be 
parts  of  a foetus.  On  the  11th,  the  abdomen  was  again  tense;  clear  resonance 
nearly  all  over  on  superficial  percussion,  but  on  pressing  a little  firmly  one  gets 
dulncss.  I made  another  puncture;  very  little  of  the  same  kind  of  fluid  came. 
She  died  at  night. 

Autopsy  on  13th. — The  abdominal  w'alls  could  only  be  reflected  by  dissecting 
through  adhesions  formed  with  omentum  and  intestines.  These  w'ere  recent, 
dirty-coloured,  and  penetrating  through  them  we  came  to  a cavity  from  which 
flow’ed  dirty  turbid  fluid  mixed  with  blood,  like  that  which  had  been  drawn  by 
trocar  during  life.  In  front  of  this  cavity  and  below  was  the  uterus,  singularly 
elongated  in  its  cervical  portion,  so  that  the  fundus  reached  to  the  umbilicus 
nearly,  as  diagnosed  by  the  sound.  The  body  was  somewhat  enlarged ; its  cavity 
contained  a pultaceous  membranous  investment  (decidual  ?).  The  Fallopian  tubes 
and  ovaries  w'ere  undistinguishable  in  the  confused  mass  of  adhesions  and  effu- 
sions. Behind  the  uterus  was  a cavity  bounded  below  by  tho  pelvic  retro-uterine 
pouch  which  extended  low  towards  the  floor  of  the  pelvis ; behind  by  the  mesen- 
tery and  vertebral  column ; above  and  in  front  by  the  liver,  intestines,  omentum, 
and  abdominal  wall.  In  this  cavity  lay  a foetus  of  size  corresponding  to  seven 
months’  development ; the  cuticle  coming  off,  decomposition  suggesting  death 
for  a fortnight;  the  cord  was  traced  to  the  placenta,  which  grew  firmly  to  the 
anterior  wall  of  the  sac,  and  to  the  right  iliac  fossa.  No  distinct  cyst  could  be 
made  out ; the  sac  was  formed  by  the  agglutination  of  the  viscera. 

What  was  the  order  of  events  ? 

Probably  originally  tubo-ovarian  gestation.  Early  bursting  of  the  cyst  and 
grafting  of  the  placenta  to  the  iliac  fossa  and  formation  of  the  abdominal  sac- 
Did  the  death  of  the  child  precede  and  cause  the  recent  peritonitis  a fortnight 
before  the  mother’s  death,  or  was  there  a rupture  of  the  sac  through  the  growth 
of  the  foetus,  and  thus  the  shock  and  peritonitis  ? 

Had  the  patient  come  under  observation  even  before  the  severe  symptoms  set 
in,  gastrotomy  would  still  have  been  useless. 

A symptom  deserving  note  is  the  resonance  that  became  developed  after  the 
peritonitis  had  set  in,  caused  by  air  forming  under  the  abdominal  walls. 

Case  9. — 3Ienstrual  luemaloccle ; or  rupture  of  extra-uterine 

cyst;  recovery. 

On  the  18th  December,  1863,  I saw  in  consultation  with  Dr.  Evans,  Mrs.  W — , 
ffit.  about  33,  had  two  children,  tho  last  six  years  ago;  an  abortion  four  yc.ars  ago; 
suffers  from  dysmenorrheoa,  but  not  from  hmmorrhage.  On  the  5th  December, 
having  missed  three  menstrual  periods,  and  having  had  morning  sickness,  she  was 
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taken  suddenly  with  severe  pain  in  lower  abdomen.  This  subsided.  On  the  16th, 
she  was  seized  quite  suddenly  with  vomiting,  pain  in  abdomen,  shock,  collapse ; 
took  to  bed.  Dr.  Evans  saw  her  the  same  evening,  he  describes  the  collapse  as 
complete.  After  some  hours  reaction  took  place.  Skin  became  hot ; pulse  quick; 
pain  spi’ead  from  pelvis  over  abdomen.  Calomel  and  opium ; hot  poultices.  The 
abdomen  became  distended.  Dr.  Evans  detected  a firm  swelling  at  the  roof  of 
vagina  on  the  right.  I saw  her  at  8 p.m.,  18th.  Sickness  now  subsided,  cati 
extend  her  legs,  which  she  could  not  do  at  first;  gums  show  influence  of  mer- 
cury; bowels  open  just  before  the  attack,  not  since.  Abdomen  generally  dis- 
tended, resonant  everywhere ; the  tympanitis  prevents  exploring  by  hand  in  iliac 
fossffi  or  behind  symphysis.  Pain  increased  by  pressure  especially  in  right  iliac 
region.  Vagina : the  cervix  uteri  is  a small  conical  one  ; os  moderately  open ; it 
projects  considerably  into  vagina  ; on  left  of  cervix  the  finger  penetrates  pretty 
easily;  on  right,  the  roof  of  vagina  is  depressed  by  a firm  resisting  tumour  to 
near  level  of  os;  movement  of  the  uterus  backwards  and  forwards  tolerably  free 
and  gives  little  pain;  but  from  side  to  side  the  movement  is  impeded,  and  gives 
great  pain ; pulse  120,  small.  She  got  better. 

The  three  months’  suspension  favours  the  diagnosis  of  Fallopian  gestation 
This  diagnosis  is  open  to  dispute.  Goupil  and  others  whilst  admitting  the  possi- 
bility of  encystment  and  recovery  after  rupture  of  an  extra-uterine  fcetation-cyst, 
say  every  case  has  proved  fatal.  To  this  absolute  statement  I cannot  assent. 
The  escape  of  blood  may  not  be  very  great ; encystment  may  be  complete ; and 
the  hcematocele  thus  formed  may  pass  into  the  chronic  stage. 

Case  10. — Abortion  ? bursting  of  a tubal  gestation- cyst  ? retro- 
uterine hmmatocele  ; recovery. 

On  the  16th  April,  1866,  at  3 a.m.,  my  assistance  was  requested  by  Mr,  Cooper 
and  Mr.  Garman,  at  Bow.  A lady  had  just  arrived  in  town,  in  the  second  or  third 
month  of  pregnancy.  She  had  been  harassed  by  moving.  Twelve  days  ago,  wanting 
to  go  out,  she  had  been  compelled  by  faintness  to  return  home.  There  was  a slight 
hasmorrhagic  show  at  this  time  taken  for  impending  abortion.  She  partially 
recovered  from  this ; but  last  night  about  nine  she  was  seized  suddenly  with  severe 
abdominal  pain,  and  prostration ; vomiting  followed,  and  in  this  state  I saw  her. 
The  skin  was  cold  and  pale ; face  anxious,  expressive  of  pain  ; pulse  quick,  small. 
Cannot  bear  pressure  on  abdomen,  which  is  a little  swollen.  The  os  uteri  is 
depressed  near  the  vulva,  and  close  behind  the  pubes,  not  at  all  open,  except  at 
the  os  externum.  Behind  the  cervix  is  a smeoth  rounded  tumefaction,  not  ex- 
tending low  into  the  cavity  of  the  pelvis,  but  dipping  a little  into  the  brim,  and 
extending  quite  to  the  promontory.  The  vagina  is  not  so  much  obliterated  pos- 
teriorly as  in  retroversion.  By  rectum  the  tumefaction  is  felt  more  plainly,  filling 
the  retro-uterine  region ; it  yields  a little  (fluctuates)  before  pressure,  but  this 
gives  pain.  I passed  a short  female  catheter,  which  went  easily,  and  drew  off  only 
two  ounces  of  dark  urine.  There  was  therefore  no  retention  of  urine.  I passed  a 
stillette,  for  want  of  a sound,  into  the  uterus ; it  went  up  straight  nearly  in  the  axis 
of  the  brim,  three  inches.  The  point  turned  in  all  directions,  proved  clearly  that 
there  was  no  flexion  of  the  uterus,  nor  any  resistance,  as  might  be  expected,  from 
breaking  up  an  ovum ; no  blood  or  water  escape  attended  the  proceeding. 
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Diagnosis:  retro-uterine  Imjinutocele,  possibly  from  rupture  of  a Fallopian  sac; 
encystment.  On  the  15th  May  she  was  seen  by  the  late  Dr.  Ansell.  She  was 
bettor,  and  passed  a substance  said  to  resemble  the  end  of  the  Fallopian  tube. 

She  quite  recovered. 

Case  11. — Abortion?  Fallopian  yestation?  pclmc  hannatocele  ; 

death  ; autopsy. 

On  the  22nd  November,  18G7,  I went  to  Sheerness  to  meet  Mr.  Swales  aud  Mr. 
Jaap,  of  Sheeruess,  and  Dr.  Jardine,  of  Chatham,  in  the  case  of  Mrs.  J— . A 
month  ago,  being  presumed  to  be  two  mouths  pregnant,  she  was  taken  with 
abdominal  pain  and  flooding,  but  got  better.  On  the  26th  November,  being  out 
at  dinner,  she  was  seized  with  acute  abdominal  pain,  prostration,  and  was  with 
difficulty  got  home.  The  following  day  she  was  much  worse : vomiting,  hiccough  j 
tympanitis;  urine  not  retained  j had  calomel  and  mercurial  inunction. 

28th. — Pulse  150 J constant  vomiting  and  hiccough;  great  depression.  The 
case  had  at  first  been  taken  for  retroversion  of  the  uterus,  as  the  os  was  near  the 
pubes,  and  low  down,  and  a swelling  was  felt  behind  the  os,  stimulating  the  body 
of  the  uterus.  I passed  a catheter  into  the  bladder,  there  was  no  obstruction. 
Per  rectum  : the  cavity  of  the  sacrum  tolerably  free,  but  there  is  a firm  swelling 
in  the  roof : this  swelling  was  also  felt  by  the  vagina  ; the  os  was  open,  admitting 
the  tip  of  the  finger,  it  was  pointing  downwards.  The  sound  curved  enters  nearly 
an  inch  beyond  the  normal  length  in  a forward  direction,  over  the  symphysis  ; the 
swelling  behind  is,  therefore,  not  the  uterus.  The  uterus  is  fixed  rather  low  in  the 
Ijelvis,  and  driven  forwards  by  the  mass  behind. 

Diagnosis : retro-uterine  haamatocele. 

Treatment : opiate  enemata. 

The  sickness  aud  pain  abated  somewhat,  but  otherwise  there  was  no  amendment. 
The  patient  died  under  the  shock  aud  loss  of  blood  on  the  30th.  Mr.  Jaap  wrote 
to  inform  me  that  a “post-mortem  was  performed  on  the  2nd  Dec. by  Mr.  Swales, 
assisted  by  the  stafl-surgeon  of  the  dockyard  and  Mr.  Keddell.  It  must  be  a 
melancholy  source  of  gratification  to  you  to  know  that  your  diagnosis  was  verified 
in  every  iota.”  Mr.  Swales,  some  time  after,  communicated  the  following — an 
accidental  injury  he  had  sustained  prevented  him  from  making  the  minute  ex- 
amination he  wished : — “ The  body  was  completely  blanched ; he  was  showm  what 
was  called  an  adhesion  between  the  left  Fallopian  tube  and  the  iutestiiies  which  had 
been  cut  away ; it  certainly  was  not  an  adhesion,  the  product  of  peritonitis,  about 
the  thickness  of  the  thumb;  it  was  more  like  half- organised  fibrin;  the  Fallopian 
tube  had  been  ruptured,  in  my  opinion,  at  the  point  to  which  this  so-called  ad- 
hesion had  been  attached;  the  uterus  was  very  pale,  enlarged;  all  the  other  organs 
healthy ; an  immense  amount  of  coagulated  blood  was  packed  in  among,  and 
almost  covering  the  uterus  and  other  pelvic  contents,  besides  which  there  w:is  a 
large  quantity  of  serum.  No  ovum  was  found.  1 formed  the  opinion  that  it  was 
a case  of  arrested  ovum  in  the  Fallopian  tube  which  had  escaped  into  the  perito- 
neum ; but  that  she  died  more  from  the  internal  hmmorrhage  than  Irom  inflam- 
mation.” 

Here,  as  in  many  cases  of  rupture  of  an  extra-uterine  foetal  cyst,  there  wci'c  two 
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distinct  attacks  of  pain  and  shock ; the  first  one  slighter,  aud  giving  hope  of  re- 
covery ; the  second  crushing  aud  fatal. 

Case  12. — Abortion  ? pelvic  hcematocele  ; recovery.  Fallopian 
yestation  ? menstrual  deviation  ? 

On  the  I7th  January,  186i,  1 saw  with  Mr.  Mundie,  at  Dalston,  Mrs.  — , a 
healthy  young  lady,  who  had  had  two  children.  Having  missed  her  menstiual 
period  one  week,  w'as  exposed  to  cold  on  the  1st  January.  Severe  pelvic  and  ab- 
dominal pain,  vomiting,  followed  by  haemorrhage  from  vagina,  set  in.  The  pain 
continued,  and  at  one  time  suggested  peritonitis.  Had  calomel  and  opium ; the 
bowels  were  purged.  More  or  less  haemorrhage,  hut  never  profuse,  flowed  till 
present  time.  1 found  her  weak,  hut  not  -very  anaemic ; p.  90.  Can  move  her 
limbs  j tenderness  on  pressure  deep  in  pelvis  on  left  side.  Per  vaginara : the 
uterus  is  pressed  rather  low  down;  cervix  small,  hard;  os  hard,  scarcely  at  all 
open ; the  uterus  seems  small,  too  small  for  pregnancy ; its  mobility  is  impeded ; 
the  vaginal  roof,  especially  on  the  left,  is  lowered  and  resisting,  pressure  gives 
pain.  Vomiting  now  stopped. 

I diagnosed  effusion  of  blood  iuto  the  left  broad  ligament,  probably  from  reten- 
tion of  menses,  possibly  from  early  Fallopian  pregnancy. 

Best,  sedatives.  She  recovered. 

In  rupture  of  an  extra-uterine  gestation-cyst^  symptoms  of  a 
sudden  overwhelming  injury  are  manifest  in  the  first  place;  then 
those  of  internal  hmmorrhage  come  into  prominence  ; and,  as  in 
rupture  of  the  gravid  uterus,  death  commonly  follows  in  a short 
time.  Rupture  of  the  gravid  womb  rarely  occurs  before  the 
fourth  month  of  gestation,  and  commonly  the  condition  of  ad- 
vanced pregnancy  is  known,  hence  the  distinction  from  bursting 
of  a tubal  cyst  is  easy.  In  this  latter  case  the  bursting  commonly 
takes  place  in  very  early  pregnancy,  almost  always  before  the 
third  month  is  completed,  and  occasionaly  before  pregnancy  is 
suspected.  A point  of  great  diagnostic  value  is  the  general  ap- 
pearance of  metrorrhagia  before  the  outbreak  of  tire  shock 
which  tells  of  the  actual  injury.  Commonly  it  is  the  cyst  only 
which  hursts;  the  ovum  itself  remaining  intact.  I believe  the 
cause  of  rupture  is  simply  the  excess  of  growth  of  the  ovum 
over  that  of  the  cyst.  The  tube  incapable  of  distension  so  as  to  ac- 
commodate the  enlarging  ovum,  gives  Avay,  generally  about  six 
weeks  or  two  months  from  conception.  A condition  that  fiivours, 
and  seems  to  me  to  give  warning  of  the  impending  rupture, 
is  the  haemorrhage  which  so  constantly  precedes  it.  This 
haemorrhage  is  probably  due  to  preliminary  partial  detachment 
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of  tlxe  ovum  from  its  cyst-wall,  promoted  by  the  congestion 
of  ovarian  stimulus,  emotion  or  physical  exertion.  The  blood 
which  appears  externally  comes  partly  from  the  uterine  wall, 
as  in  ordinary  menstruation,  partly  from  the  cyst;  and  it  is 
in  the  highest  degree  probable  that  some  blood  also  in  many 
cases  escapes  from  the  fimbriated  extremity  of  the  tube  into 
the  peritoneal  cavity  before  rupture  of  the  cyst  takes  place.  This 
appears  to  have  been  the  case  in  case  6,  in  which  there  were 
signs  of  ordinary  retro-uterine  hsematocele  some  days  before  the 
final  cataclysm  ensuing  upon  rupture  of  the  cyst. 

In  some  cases  the  diagnosis  of  extra-uterine  gestation  is  rather 
reasoned  out  than  demonstrated. 

Giioup  III. — Rupture  of  Diseased  Ovaries. 

Case  13. — Malignant  disease  of  ovar]) ; rupture;  limnatocele  ; 

death;  autopsy. 

E.  C — , a3t.  20,  a servant,  was  sent  to  me  at  the  hospital  by  Dr.  Carr,  6th  April, 
1866.  She  had  been  suffering  from  abdominal  pain  and  a tumefaction  most  con- 
spicuous in  the  right  iliac  region,  extending  beyond  the  median  line  and  upwards 
neai’ly  to  the  umbilicus.  I found  a tumour,  firm,  somewhat  irregular,  projecting 
into  the  pelvis,  depressing  the  vagina  and  pushing  the  uterine  neck  forwards 
behind  the  symphysis.  There  was  obstruction  to  defecation  and  micturition,  and 
I concluded  that  it  was  necessary  to  diminish  the  eccentric  pressure  in  the  pelvis; 
and  as  retro-uterine  hcematocele  was  diagnosed,  I punctured  the  roof  of  the 
vagina  behind  the  os  uteri.  Some  clots  of  blood  escaped.  Next  I scooped  out  a 
considerable  quantity  of  clots  from  a large  cavity.  The  patient  had  obstinate 
vomiting,  and  sank  under  symptoms  of  peritonitis  and  anaemia  on  the  15th  April. 

Autopsy. — Body  well  formed,  not  emaciated.  Putrefaction  greatly  advanced, 
the  front  of  the  body  being  mostly  stained  of  a green  colour.  Thyroid  gland 
much  enlarged  (both  later.al  lobes)  with  numerous  small  cysts,  containing  yellowish 
gelatinous  matter. 

Larynx,  trachea,  and  lungs  healthy. 

Heart  healthy. 

Abdomen  in  a very  foetid  condition,  the  viscera  being  much  discoloured  by  de. 
composition,  and  the  surface  of  the  intestines  exhibiting  here  and  there  indistinct 
red  lines  of  incipient  inflammation. 

Liver  adherent  to  the  diaphragm  by  a thick  layer  of  tolerably  recent  lymph. 
Oreat  omentum  and  mesentery  containing  numerons  small  pinkish  white  masses 
of  encephaloid  cancer,  mostly  quite  soft  and  pulpy,  the  nodules  varying  in  size 
from  that  of  a pea  to  that  of  a cherry.  The  pulpy  tissue  of  which  they  were 
composed  was  seen  under  the  microscope  to  consist  of  cells  and  nuclei  of  various 
shapes. 

Kidneys  pale  and  fatty  looking. 

Pelvis  containing  a large  irregular  tumour,  chiefly  projecting  on  the  right 
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side,  beneath  the  peritoneum,  and  connected  with  the  posterior  surface  of  the 
uterus.  The  mass  appeared  to  consist  principally  of  putrefying  and  softening 
clot.  The  uterus  was  stretched  upwards,  and  its  walls  were  rather  soft,  and 
compressed  from  behind  forwai’ds. 

There  had  been  an  incision  made  through  the  posterior  wall  of  the  vagina,  close 
to  the  03  uteri,  extending  into  the  foetid  soft  mass  of  decomposing  blood.  The 
whole  was  in  such  a decomposed  state  that  it  was  put  into  spirits  before  being 
further  examined. 

It  was  afterwards  found  that  the  tumour  was  connected  with  the  right  ovary, 
being  apparently  of  the  nature  of  encephaloid  cancer,  extending  behind  the  uterus 
and  in  the  broad  ligament  on  the  right  side,  and  haemorrhage  to  a considerable 
extent  having  taken  place  into  the  cancerous  mass. 

On  microscopic  examination  abundance  of  large  nuclei  and  cells  were  found  in 
different  parts  of  the  tumours,  even  in  those  which  to  the  naked  eye  appeared  to 
be  composed  entirely  of  blood  clot. 

In  this  remarkable  case  the  effusion  of  blood  was  mainly 
extra-peritoneal,  into  the  substance  of  the  diseased  ovary  in  the 
first  place,  then  into  the  cellular  tissue  at  the  side  and  behind 
the  uterus,  dissecting  up  the  peritoneum. 


Case  14. — Simultaneous  advance  pregnancy  and  groxoth  of 
ovarian  cyst ; axial  twisting  and  rupture  of  cyst  ; abdominal 
licemorrliage  ; peritonitis ; death  ; autopsy. 


On  the  26th  August,  1864,  I saw  Mrs.  A.  B — , with  Dr.  Ballard,  Mr.W.  Adams, 
Mr.  Morrison.  She  was  a young  lady  who  had  her  second  child  in  August,  1863. 
She  suckled  partially  for  six  months,  during  which  time  menstruation  was  sus- 
pended ; she  then  menstruated  two  or  three  times,  and  ceased  for  the  last  four  or 
five  months.  She  thought  herself  pregnant.  Dr.  Ballard  detected  a tumour  in  the 
right  hypochondriac  region,  moveable,  with  an  angular  projection  hard  at  (a)  in 
the  diagram  (fig.  1).  Later,  this  tumour — between  which  and  the  edge  of  the  liver 
there  was  clear  resonance — extended  downwards,  it  increased  rapidly,  and  fluctuated 
all  over  space  (6) ; a sulcus  was  preserved  between  tumours  (i  and  c).  At  the 
time  of  my  visit  the  abdomen  was  much  enlarged ; the  upper  division  of  the 
tumour  (6)  fluctuates ; the  lower  (c)  is  solid;  deeply  at  (d)  is  an  augular  body 
which  moves  under  the  hand.  This  was  verified  by  Dr.  Ballard  and  myself  several 
times.  The  patient  feels  considerable  pain  at  times  between  the  umbilicus  and 
epigastrium.  Cannot  sit  up ; health  not  very  much  affected  yet,  but  distension 
has  increased  rapidly. 

2nd  September,  met  Dr.  Ballard  again.  The  general  condition  was  better ; no 
obvious  increase  of  swelling.  The  seat  of  movements  had  shifted  from  spot  marked 
on  the  26th  August  to  (b^),  fluctuation  very  distinct  in  region  (a  b),  faint  over 
region  (Jo  o d)  and  was  almost  nil  at  the  oblique  line  e.xtending  from  the  right 
groin  to  the  left  hypochondrium.  It  is  concluded  that  a foetus  occupies  the 
region  (Jj  c d)  surrounded  by  a thin  layer  of  liquor  amnii.  The  uterus  is 
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high  lip  in  the  pelvis;  the  os  externum  uteri  open,  soft;  finger  pnsses  n little  way 
into  it ; no  tumour  is  felt  in  the  hrim. 


Fig.  1. 


25th,  Her  condition  had  become  worse ; the  distension  had  greatly  Increased ; 
vomiting,  prostration,  and  pain,  chiefly  in  left  side  had  come  on.  The  p.ain  and 
prostration  increased;  the  abdomen  became  generally  tender,  but  most  so  in  the 
right  side.  On  the  28th  1 met  Dr.  Ballard  and  Dr.  Oldham  : prostration  greater ; 
anxious  worn  expression  ; pulse  120,  great  pain  on  touching  the  abdomen;  tension 
greater ; last  night  she  was  thought  to  be  in  labour.  Dr.  Oldham,  feeling  the 
membranes  projecting  in  cervix,  by  common  consent,  ruptured  them  ; about  a pint 
of  liquor  amnii  came  away.  Uterine  pregnancy  is  beyond  a doubt.  The  extra- 
uterine  tumour,  which  remained  unaffected.  Dr.  Oldham  believed  to  be  ovarian. 
Dr.  Tyler  Smith  and  Mr.  Spencer  Wells,  who  had  previously  seen  the  case,  had 
formed  the  same  opinion.  I had  proposed  to  introduce  the  sound  to  rupture  the 
membranes  on  the  2nd  inst.,  but  was  overruled.  This  was  before  the  signs  of  pain 
and  collapse  had  appeared.  The  collapse  might  in  all  probability  have  been  averted. 
Had  the  extra-uterine  cyst  ruptured  ? A premature  foetus  was  expelled  alive  at 
night,  the  placenta  was  cast ; no  hmmorrhage. 

29th.  Prostration  continues ; pulse  in  morning  140 ; breathing  hurried.  At 
3.30  p.m.  pulse  120 ; respiration  33  ; great  abdominal  tenderness.  The  uterus, 
pushed  over  to  the  left  side  by  the  growing  cyst  on  the  right,  and  the  growing 
uterus,  account  for  the  movements  of  the  child  being  felt  higher  up  on  the  2nd 
September  than  on  the  26th  August.  The  premature  labour  was  excited  by — 1,  the 
increasing  mutual  pressure  from  the  growth  of  the  uterus  and  of  the  cyst ; 2nd, 
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immediately,  liy  tlie  eommotion  of  the  system  from  rupture  of  the  cyst  and 
peritonitis. 

From  this  time  she  went  on  sinking ; the  pain  increased ; pulse  140,  or  more ; she 
took  food  to  the  last ; could  never  bear  opium.  She  died  at  3 p.m.  on  4th  October. 

Autopsy.  When  the  abdomen  was  opened  a quantity  of  dark  bloody  serum  ran 
out  of  the  peritoneal  cavity;  a cyst  came  into  view,  dark-coloured,  stained  with 
blood  in  several  points,  having  extravasated  blood  clotted  in  its  walls  ; here  and 
there  the  cyst  adhered  by  loose  soft  exudations  to  the  peritoneal  surface  of  the 
abdominal  wall.  The  cyst  was  eight  or  nine  inches  in  diameter;  it  lay  in  a cavity 
bounded  above  by  the  liver,  in  fact  behind  the  liver,  pressing  up  the  diaphragm  ; 
the  intestine  ran  across  the  Tipper  part  of  the  cyst,  and  would  give  reson.ance  here 
on  percussion  during  life.  The  cyst  below  was  separated  from  the  pelvis  by  in- 
testines, also  accounting  for  resonance  betvveen  pelvis  and  cyst  during  life.  The 
omentum  was  partially  adherent  to  the  anterior  surface  of  the  cyst.  It  divided 
the  general  cavity  of  the  peritoneum,  forming  a right  cavlty  containing  the  cyst 
and  the  bloody  serum,  .and  a left  cavity  smaller  and  flattened  by  the  compression 
of  its  neighbour ; this  contained  pus,  no  hloodj’  pus.  The  small  and  large  intes- 
tines were  generally  glued  together  by  loose  exudations.  The  uterus  rose  2 — 3 
inches  above  the  pubes.  Tlie  cyst  was  found  in  places  very  fragile  ; it  had  twisted 
twice  axially  from  right  to  left  during  life.  The  pedicle  which  sprang  from  the 
right  broad  ligament  was  very  narrow,  elongated,  permitting  the  cyst  to  run  up 
high,  away  from  the  pelvis;  the  cyst  contained  large  loose  black  clots  and  bloody 
serum,  resembling  that  found  in  the  peritoneum.  In  several  places  were  masses 
of  clotted  blood  between  the  laininm  of  the  cyst-walls;  and  in  one  it  seemed 
that  the  external  lamina  had  given  way,  and  permitted  escape  of  blood  into  the 
peritoneum. 

In  this  most  distressing  and  interesting  case  it  appears  certain 
that  the  order  of  events  which  culminated  in  the  fatal  issue  was 
as  follows : a small  ovarian  cyst  springing  from  the  right  side, 
existed  at  the  commencement  of  pregnancy;  it  continued  to  grow 
rapidly,  at  the  same  time  that  the  uterus  growing  with  advancing 
pregnancy,  so  filled  the  abdominal  cavity,  and  encroached  Avith 
such  speed  upon  the  viscera  that  the  distress  which  Avas  com- 
plained of  at  the  end  of  August  became  developed.  At  this 
time  no  damage  had  occurred  to  the  cyst.  Tapping,  or  the 
induction  of  labour  might  have  saved  the  patient.  With  the 
advance  of  pregnancy  the  distress  from  distension  became  greater, 
beyond  the  capacity  of  accommodation  of  the  abdominal  cavity ; 
the  abdominal  Avail  Avould  not  stretch  Avith  sufficient  rapidity ; 
the  utoius  pushing  upon  the  tumour  only  succeeded  in  turning 
it  OA'ei  on  its  axis ; the  strangulation  of  the  pedicle  resulting, 
impeded  the  cii dilation  in  the  vessels  supplying  the  tumour,  the 
vessels  gave  Avay,  the  cyst- Avails  burst,  blood  escaped  into  the 
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walls  of  the  cystjUnd  blood  and  the  fluid  of  the  cyst  escaped  into 
the  pevitoiieuin.  Hence  the  shock  and  j)rostration  which  set  in  at 
the  end  of  September,  and  the  subsequent  fatal  peritonitis. 

I have  seen  several  other  cases  in  which  acute  peritonitis, 
Avith  or  without  decided  shock,  came  on  suddenly  during 
pregnancy.  In  some  there  Avas  knoAvn  to  be  rupture  of  an 
OA'arian  cyst ; and  it  is  highly  probable  that  the  same  accident 
had  happened  in  others. 

Case  15. — Axial  hoisting  of  ovarian  tumour;  rupture  of  vessels 
of  tumour,  and  hcemorrhage  into  the  cysts  : shock  ; death  ; 
autopsy. 

Mrs.  E — was  brought  to  me  on  the  18th  June,  1868,  hy  Mr.  Towuc,  of 
Kingsland.  She  had  had  a child  in  1866,  and  another  in  1867,  Julyj  did  not  go 
down  in  size  properly  afterwards  ; she  has  suckled  and  menstruated  till  now.  Six 
months  ago  she  began  to  increase  in  size,  hut  not  in  a marked  degree  j she  is  now 
of  considerable  size ; there  is  a resisting  tumour  in  the  right  iliac  region,  no 
distinct  fluctuation ; no  sounds  on  auscultation.  There  is  venous  congestion  of  the 
vagina,  and  venectasis  outside  and  inside  of  thighs,  chiefly  observed  the  last  three 
months;  the  os  is  not  characteristically  soft,  hut  it  is  tilted  up  and  back,  and  the 
anterior  roof  of  the  vagina  is  on  the  stretch.  Diagnosis : presumption  against 
pregnancy  ; an  ovarian  tumour  ? 

Mrs.  E — moved  to  Croydon;  she  exerted  herself  overmuch.  On  the  13th 
July  she  had  some  pain  in  the  abdomen,  and  great  depression  of  spirits;  a medical 
man  who  saw  her  said  she  would  soon  he  delivered;  for  two  or  three  diiys  she 
went  on  much  the  same,  expecting  delivery ; she  could  not  lay  on  her  left  side  for 
pain.  Mr.  Towne  then  saw  her,  and  also  Dr.  Lanchester ; she  was  now  in  a very 
prostrate  state,  getting  worse,  with  signs  of  collapse,  hut  not  losing  consciousness, 
collapse  increased  on  the  19th,  and  she  died  that  night. 

She  had  increased  considerably  in  size  since  I saw  her  on  the  18th  June.  Dr. 
Lanchester  felt  fluctuation  in  the  right  side. 

Autopsy,  22nd,  at  7 a.m. — Mr.  Towne,  junr..  Dr.  Lanchester,  myself.  Rigor 
mortis  marked ; some  greenish  coloration  of  left  abdomen ; abdomen  much  pro- 
jecting, fluctuating ; a trocar  was  run  in  on  right,  and  a quart  or  more  of  turbid 
bloody  fluid  drawn  off ; the  tumour  collapsed  in  one  part.  Abdomen  opened  : a 
cystic  tumour  universally  dark  from  contained  blood  was  exposed,  occupying 
chiefly  the  right  side,  and  rising  above  the  umbilicus ; several  cysts  were  suc- 
cessively tapped,  and  dark  bloody  fluid  drawn  off.  Whilst  this  was  being  done,  I 
mentioned  the  case  of  Mrs.  B — (Case  14),  in  which  the  ovarian  tumour  was  twisted 
on  its  axis,  causing  rupture  and  fatal  peritonitis,  as  resembling  in  some  of  its 
features  the  present  case.  On  proceeding  to  trace  the  tumour  to  its  origin,  the 
pedicle  was  found  springing  from  the  right  broad  ligament,  and  twisted  twice  into 
a rope.  The  tumour,  which  was  entirely  free  from  adhesions,  had  rolled  over  on 
its  axis  during  life,  no  doubt  under  the  severe  exertions  made  by  the  patient  in 
moving.  The  pedicle  at  the  seat  of  the  twist  was  free  from  adhesion  or  decided 
inflammation ; it  was  very  tightly  twisted,  so  that  the  part  was  pale  from  blood 


23 


of  Effusion  of  Blood  into  the  Peritoneum. 

being  squeezed  out  of  it.  Above  the  twist,  the  vessels  running  into  the  tumour 
were  disteuded,  varicose,  dark ; at  various  parts  in  the  cysts  there  was  evident 
rupture  of  the  vessels,  which  had  discharged  a considerable  quantity  of  blood 
into  the  cysts.  There  was  no  mark  of  peritonitis,  or  of  escape  of  blood  into  the 
peritoneum.  The  left  ovary  consisted  of  a tumour  the  size  of  a hen’s  egg,  looking 
cheesy.  The  uterus  was  a little  above  the  normal  size,  congested ; the  os  dark- 
coloured,  patulous ; no  sign  of  pregnancy. 

Here  there  was  no  intra-peritoneal  haemorrhage,  strictly  speaking;  but  the 
a.vial  twisting  of  the  tumour,  and  the  extravasation  of  blood  into  its  cavity  com- 
bined to  produce  symptoms  of  shock  and  anaemia  resembling  those  which  attend 
rupture  of  a cyst  and  outpouring  of  blood  into  the  peritoneum. 


Case  16. — Retro-uterine  hematocele ; from  rupture  of  a dis- 
eased ovary  ; puncture  ; death  ; autopsy. 

M.  A.  C — , aet.  36,  married,  eight  children,  was  admitted  into  St.  Thomas’s 
Hospital,  June  13th,  1870,  under  T)r.  Barnes. — Reported  hy  Mr.  Seaton,  resident 
accoucheur. 

She  had  been  attending  as  an  out-patient  under  Dr.  Barnes,  and  as  she  had  had 
some  difficulty  in  passing  her  water  he  deemed  it  advisable  to  take  her  in. 

The  difficulty  in  micturition  was  found  to  have  lasted  for  about  three  weeks, 
and  it  had  now  become  so  great  as  to  necessitate  the  employment  of  catheters. 
On  examination  per  vaginam  this  retention  was  found  to  be  due  to  a tumour 
occupying  a median  position  in  the  posterior  wall  of  the  vagina,  in  feel  resembling 
the  retroverted  gravid  uterus.  The  os  was  high  behind  the  symphysis ; the  sound 
passed  upwards  and  forwards,  over  the  symphysis,  showing  that  the  uterus  was 
compressed  bodily  forwards,  and  was  distinct  from  the  tumour. 

The  history  she  gave  was  that  six  months  ago  she  was  taken  suddenly  with 
pain  in  the  stomach  whilst  engaged  in  washing,  and  that  this  happened  at  a 
menstrual  period. 

June  23rd. — Has  had  some  white  discharge  during  the  last  two  or  three  days. 

Her  general  appearance  is  much  the  same  as  on  admission.  Her  complexion  is 
straw  coloured,  the  eyes  are  sunken  and  surrounded  by  a dark  vein.  Pulse  feeble 
and  quick  (between  90  and  100).  Appetite  impaired.  Tongue  pretty  clean. 
Is  very  thin.  Skin  dry. 

June  28th. — As  the  hectic  condition  persisted,  indicating  that  the  blood-poison- 
ing was  progressive.  Dr.  Barnes  punctured  the  tumour,  which  was  now  distinctly 
fluctuating.  A fine  trochar  and  canula  was  thrust  into  the  most  depending  part 
of  the  tumour.  However,  on  withdrawing  the  trochar  nothing  came.  Dr. 
Barnes,  thinking  that  he  had  not  put  it  in  far  enough,  punctured  again,  and  this 
time  there  flowed  away  about  two  ounces  or  more  of  dark  treacly  fluid,  like  retained 
menses.  The  canula  was  left  in  for  about  an  hour,  pressure  on  the  belly  being 
made  at  the  same  time  by  a bandage,  but  very  little  fluid  beyond  the  above- 
mentioned  quantity  came  away.  After  the  operation,  on  examining  by  the  rectum, 
the  tumour  was  found  to  have  become  flattened  instead  of  forming  a bulging 
prominence  as  before. 

20th.  Passed  a good  night.  No  sickness.  Some  tumefaction  in  the  vagina  yet. 
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porlmps  more  than  soon  after  the  puncture.  Pulse  below  100.  Vagina  feels  hot. 
In  afternoon  pulse  went  \ip  to  120,  and  temperature  to  10.3. 

30th. — Temperature  lOl'S”.  Pulse  130°.  Mucous  discharge  by  bowel.  Scalding 
micturition.  Tongue  moist.  Good  deal  of  tenderness  over  the  belly.  Poultice 
ordered. 

duly  1st. — Pulse  125.  Temperature  104°.  Great  pain  in  belly.  Vomiting. 
Bowels  not  open. 

2nd. — Pulse  135,  very  feeble.  Temperature  103'6°.  Troublesome  vomiting. 
Enema  returned  without  stool.  Has  passed  water.  Abdomen  tense.  A point  of 
emphysema  was  felt  in  tumour  above  the  symphysis,  from  which  Dr.  Barnes 
diagnosed  that  air  had  got  into  the  cyst.  The  outline  of  the  fundus  of  the  uterus 
was  clearly  distinguished  by  palpation  from  the  summit  of  the  tumour.  Appear- 
ance more  prostrate.  Tongue  coated  with  brown  fur. 

3rd. — Vomiting  still,  though  not  so  much.  Tongue  still  coated  with  brown 
fur.  Complains  of  great  pain  in  her  belly,  which  is  a good  deal  swollen,  without 
giving  fluctuation.  Slimy  discharge.  Pulse,  morning,  130 ; evening,  135. 
Tempei'ature,  morning,  102’2°  ; evening,  101°. 

4tb. — Signs  of  sinking.  Dark  mark  round  eyes  increased.  Pulse  very  feeble; 
scarce  countable.  Vomiting  continues.  Belly  rather  larger.  Bowels  not 
thoroughly  open  yet.  Still  same  slimy  discharge.  Temperature  10P4°. 

5th. — Vomiting  worse  than  ever,  allowing  very  little  sleep.  Complained  of 
much  pain  to  the  end.  She  sank  at  four  a.m. 

The  autopsy  was  made  on  the  following  day,  and  confirmed  the  diagnosis.  Tlie 
fundus  uteri  was  pushed  forwards  above  the  symphysis ; behind  it  was  a tumour, 
semi-fluctuating,  which  was  opened  by  slight  manipulation,  and  then  showed 
masses  of  partly  coagulated,  partly  fluid  blood,  and  some  bubbles  of  air.  Tliis 
blood  was  contained  in  a cyst,  bounded  above  by  the  intestines,  in  front  by  the 
posterior  wall  of  the  uterus,  behind  by  the  anterior  wall  of  the  rectum,  and  below 
by  the  floor  of  the  pelvis  and  the  depressed  posterior  wall  of  the  vagina.  The 
cyst  walls  were  formed  by  peritonitic  plastic  matter.  The  relations  and  extent  of 
the  tumour  will  be  seen  by  the  diagram  (fig.  2),  which,  with  the  assistance  of  Mr. 
Stewart,  the  curator  of  the  museum,  and  of  Mr.  Denison,  librarian,  I have  constructed 
from  the  preparation  and  my  notes  of  the  examinations  made  during  life.*  No 
trace  of  the  right  ovary  could  be  discovered  unless  a smooth  serous-looking  cyst, 
projecting  from  and  opening  widely  into  the  main  cyst,  were  the  remains  of  it. 
At  this  point  was  firmly  adherent  a clot  of  blood.  It  seemed  to  be  the  source  of 
the  hmmorrhage  ; and  it  was  concluded  that  the  case  was  one  of  diseased  ovary 
which  had  burst,  discharging  blood  into  the  retro-uterine  pouch,  probablj' 
gradually  at  different  intcrv.als.  The  course  of  the  trocar  was  traced  by  small 
punctured  wounds;  it  penetrated  the  low’er  posterior  wall  of  the  vagina,  then  a 
small  duplicature  of  the  rectum  before  entering  the  cj'st.  It  is  clear  from  this 
experience,  and  from  observation  of  the  diagram,  that  it  would  be  better  to 
puncture  from  the  rectum.  Thus,  a more  direct  passage  is  made  into  the  cavity 
of  the  cyst. 

These  cases  of  bursting  of  a diseased  ovary  attended  Avith 
haemorrhage  resemble  in  their  symptoms  and  consequences  cases 

* The  preparation  is  preserved  in  the  Museum  of  St.  Thomas’s  Hospital. 
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of  bursting  of  tubal  gestation-cysts.  There  is  at  first  preponder- 
ance of  shock  over  anajmia ; and  the  encystment  of  the  blood 


A.  The  hfeinatocele.  u.  The  uterus  pushed  forwards. 

effused  is  rarely  complete.  The  last  case,  however,  of  this 
series  shows  that  encystment  may  take  place ; and  it  thus  con- 
nects the  series  very  distinctly  with  the  classical  retro-uterine 
hmmatocele. 

Group  IV. — HiEMORRHAGE  prom  Injury. 

Case  17. — Hcematocele ; pelvi-jperitonitis  from  injury ; 

recover]}. 

On  the  24th  of  September,  1867, 1 met  Mr.  Hague  at  Camberwell,  in  the  case 
of  Mrs.  — . She  had  been  carrying  a child  in  great  haste  to  catch  a train,  and 
felt  something  snap,  then  pains  in  the  pelvis.  This  was  three  weeks  ago.  Pains 
continued,  and  some  sanguineous  discharge.  It  was  suspected  that  she  was 
pregnant  at  the  time.  Febrile  movement.  I found  pain  and  swelling  behind 
Poupart’s  ligament  in  the  left  side.  The  uterus  was  rather  low  in  the  pelvis ; 
the  cervix  was  directed  to  the  right.  In  the  seat  of  the  left  broad  ligament  was 
a firm  deposit,  fixing  the  uterus  and  pushing  it  to  the  right.  Best. 

On  the  12th  of  October  I heard  she  was  doing  well. 
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Case  18. — Pelvic  hcematocele  from  injury  ; recovery. 

On  the  13th  of  April,  1863,  I met  Mr.  Llewellyn,  in  the  ense  of  Mrs.  N— , a 
young  woman,  seven  months  married.  She  had  raenstraated  regularly.  On 
Good  Friday,  she  encountered  severe  squeezing  in  a crowd  at  the  Crystal  Palace 
Station.  She  describes  the  injury  as  from  a man’s  knee  being  driven  into  the 
lower  abdomen.  She  was  much  hurt,  nearly  fainted,  but  walked  home  from 
London  Bridge  to  Milo  End,  nearly  two  miles  j got  about  next  day.  On  the 
third  day  was  too  ill  to  get  up ; then  noticed  an  enlargement  of  the  abdomen 
rising  from  the  pelvis,  with  great  pain.  On  the  following  days  this  increased.  Mr. 
Llewellyn  thinks  it  has  increased  since  yesterday.  It  is  a firm  globular  swelling, 
rising  out  of  the  pelvis  above  the  umbilicus,  uniform  like  the  gravid  uterus,  but 
harder;  no  movement  felt  in  it;  painful  to  the  touch.  Per  vaginamt  os  and 
cervix  uteri  small,  closed;  behind  the  cervix  is  a hard  projecting  ridge,  the 
vaginal  pouch  being  protruded  like  a collar  half  round  the  cervix ; the  uterus  is 
partly  fixed ; it  is  separable  from  the  tumour  in  the  abdomen.  The  breasts  are 
quite  flaccid;  nipples  and  areolm  not  coloured.  There  has  been  no  very  marked 
collapse;  pulse  100.  Salines,  opiates;  twelve  leeches  to  iliac  regions ; rest.  She 
recovered. 

In  these  cases  of  direct  violence  it  is  not  easy  to  determine 
the  source  of  the  blood  effused.  Should  the  patient  be  preg- 
nant or  menstruating  at  the  time,  the  commotion  will  be  likely 
to  determine  hsemorrhage  from  the  uterus  or  ovaries.  Of 
course,  the  nature  and  extent  of  pelvic  and  abdominal  lesions 
inflicted  by  violence  are  infinitely  various ; they  most  properly 
fall  under  the  observation  of  the  surgeon.  I have  introduced 
these  two  cases  because  they  serve  by  comparison  to  illustrate 
the  other  varieties  of  blood-effusions.  When  a student  I saw 
a case  of  rapid  death  that  ensued  from  the  bursting  of  an  aneu- 
rism of  the  superior  mesenteric  artery.  The  blood  poured  out 
was  in  great  quantity ; it  was  diffused  over  the  intestines ; 
there  was  no  attempt  at  seclusion.  Shock  from  the  lesion  no 
doubt  played  a large  share  in  producing  the  fatal  result. 


Gkoup  V. — Effusions  of  Blood  into  Peritoneum 

ATTENDING  ABORTION. 

During  abortion,  if  there  should  be  any  obstruction  to  the 
free  escape  of  the  blood  from  the  os  uteri,  it  seems  not  impro- 
bable that,  under  the  extreme  tension  of  vessels  from  their 
increased  turgescence  escape  may  take  place  by  the  Fallopian 
tubes  into  the  peritoneal  cavity.  In  some  of  the  cases  related 
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in  this  group  there  can  he  little  doubt  that  this  occurred.  These 
cases  naturally  follow  in  order  upon  Group  II.  The  symptoms 
are  less  severe,  but  they  are  more  severe  than  attend  ordinary 
cases  of  disturbed  or  impeded  menstrual  function.  It  is  quite 
possible  that  some  of  the  cases  ranged  under  Group  VI,  com- 
prising cases  of  disturbed  or  obstructed  menstruation,  properly 
belong  to  the  abortion  group. 

Case  19. — Abortion;  pelvic  h(Bmatocele ; recovery. 

On  the  19th  October,  1867, 1 met  Mr.  Burton  in  the  case  of  a lady  mt.  42.  She 
had  her  last  child  three  years  ago ; labour  natural  j and  Mr.  Burton  ascertained  that 
the  uterus  contracted  well,  all  being  normal.  Since  then  Mrs.  C — has  menstruated 
regularly,  not  in  excess;  no  metrorrhagia  until  July  and  August  last,  wheu  two 
periods  had  been  missed.  Six  weeks  ago,  when  away  from  home,  she  bad  a pro- 
fuse loss,  taken  to  be  an  abortion.  Since  then  she  has  suffered  hypogastric  pain, 
not  so  severe  as  to  confine  her  to  bed;  at  times  there  has  been  difficult  micturi- 
tion and  constipation.  She  has  had  an  attack  of  jaundice,  now  passing  off;  no 
marked  fever  or  hectic.  A firm,  rounded  tumour  rises  to  the  umbilicus,  defined 
by  touch  and  percussion ; it  is  continuous  with  a firm  swelling  passing  into  the 
left  ilium.  The  os  uteri  is  soft,  a transverse  slit  compressed  close  behind  or  rather 
above  the  symphysis  pubis ; behind  the  cervix  is  a large  rounded  firm  but  not 
bard  swelling  filling  the  brim  of  the  pelvis,  and  partly  projecting  into  the  cavity, 
depressing  the  roof  of  the  vagina ; this  is  also  felt  per  rectum ; it  is  more  deve- 
loped in  the  right  ilium.  The  sound  gently  curved  passes  in.  to  the  fundus  of 
the  uterine  tumour,  by  directing  the  point  well  forwards  round  the  symphysis 
towards  the  umbilicus.  The  uterus,  therefore,  is  in  front,  enlarged,  and  is  insu- 
lated from  the  larger  mass  behind  it ; the  uterine  neck  is  pushed  forwards  and 
upwards  against  the  pubes  by  the  swelling,  and  the  body  of  the  uterus  is  carried 
upwards  so  that  it  is  lifted  quite  out  of  the  pelvis.  Hence  the  apparent  large 
size  of  the  uterus,  which  seems  to  be  as  large  as  the  uterus  at  four  months’ 
gestation. 

Diagnosis,  retro-uterine  hmmatocele ; brnmorrhage  beginning  with  abortion. 
Prognosis  favorable.  Treatment,  rest. 

9th  December. — Examined  again ; uterus  still  enlarged,  in  same  position,  but 
not  rising  so  high ; the  whole  mass,  uterine  and  retro-uterine,  moveable. 

The  extra-uterine  mass  gradually  disappeared,  the  uterus  recovered  its  normal 
size  and  position. 

The  condition  of  things  is  indicated  in  diagrams  3 and  4,  constructed  at  the 
time  the  case  was  under  observation. 
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Fio,  3. 


Z7.  The  enlarged  uterus  lifted  up  and  pushed  forwards  by  U,  the  retro-uterin  e 

ha;matocele. 

Fig  4. 


Sectional  view  of  the  parts.  The  hn}Uiatocele  fills  the  space  between  the  uterus 
and  the  rectum,  and  descends  into  the  pelvic  cavity. 


of  Effusion  of  Blood  into  the  Peritoneum. 
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Case  20.  — Abortion  ? menstrual  hcemorrhage  into  pelvis 

hcematocele ; recovery. 

Oil  the  30th  November,  1863,  I met  Mr.  Kisch  iu  consultatiou  on  the  case  of 
Mrs.  — , ffit.  30,  pluripara.  After  cessation  of  menstruation  for  eight  weeks,  a 
rather  free  hasmorrhagic  flow  took  place  fourteen  days  ago  ; and  since  then  about 
half  a pint  of  “waters”  escaped  with  a gush.  For  the  last  fortnight  she  has 
suilered  from  abdominal  pains.  To-day  she  has  been  much  worse;  pain  being 
excessive,  worse  on  pressure  iuboth  iliac  fossae  and  ovarian  regions;  great  urgency 
to  pass  water;  now — 7 p.m. — has  passed  none  since  11  a.m.;  bowels  have  been 
relieved  by  aperients;  pulse  not  much  accelerated,  but  depressed;  abdomen  not 
much  distended,  no  marked  tympanitis;  percussion  gives  clear  resonance  from 
and  above  three  inches  above  symphysis.  The  cervix  uteri  is  long,  small,  conical, 
hard;  os  quite  closed,  situated  more  posteriorly  than  anteriorly;  the  body  of  the 
uterus  doubtfully  enlarged,  very  slightly  moveable;  behind  and  on  either  side 
there  is  deposit  thickening  and  hardening  the  tissues ; pressure  iu  fundus  vaginae 
gives  pain.  Leeches,  opiates,  fomentations,  rest. 

The  patient  did  well. 

Case  21. — Abortion?  pelvic  hcematocele ; recovery. 

On  the  21st  February,  1861,  I met  the  late  Dr.  A.  Jones,  of  New  Cross,  in  the 
case  of  Mrs.  S — , ret.  30. 

She  had  suffered  from  menorrhagia  with  pain  before  marriage;  some  months 
after  marriage  (October,  1860)  had  a severe  attack  of  dysmenorrhoea  and  flooding, 
when  I saw  her.  She  remained  free  from  menstruation  from  that  time  until  a 
few  days  ago,  when  profuse  haemorrhage  occuri’ed;  this  has  continued  more  or  less 
till  now ; very  hysterical.  The  os  uteri  is  slightly  open ; uterus  does  not  seem 
much  enlarged;  there  is  a firm  round  tumour  behind  it  the  size  of  a large  orange, 
lying  in  the  hollow  of  the  sacrum,  pressing  on  the  rectum ; the  linger  in  the 
rectum'  gets  a little  above  the  tumour,  and  defines  its  globular  shape. 

Diagnosis : retro-uterine  hcematocele. 

Treatment : sedatives  ; rest. 

I saw  this  lady  again  in  December,  1862,  with  Dr.  Mitchell,  when  in  consulta- 
tion iu  case  of  her  child,  now  fifteen  months  old.  She- had  had  an  abortion 
besides. 

On  the  16th  November,  1863,  we  met  again.  She  had  been  much  distressed  by 
loss  of  her  child,  ^vhich  died  of  hydrocephalus.  She  was  pretty  well  in  the 
summer ; always  menstruates  profusely ; has  bad  the  usual  signs  of  pregnancy 
four  months,  excepting  that  she  has  menstruated  profusely  as  usual ; latterly  there 
has  been  vomiting,  but  Dr.  Mitchell  thinks  not  excessive ; she  is  nervous,  and 
dreads  another  miscarriage.  The  uterus  rises  above  the  pubes  in  the  median  line 
half  way  to  umbilicus ; it  is  even,  of  shape  of  pregnant  uterus.  Per  vaginam 
portio-vagiualis  normal,  soft,  uterus  free,  moving  under  impulse  either  on  fundus 
or  on  vaginal  portion ; no  trace  of  peri-uterine  tumefaction. 

Diagnosis  : 3 — 4 months’  utero-gestation. 

1 received  the  following  note  from  Dr.  Mitchell : 
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“Mrs.  S — was  confined  on  the  27th  September,  1861;  natural  labour.  It 
appears  she  passed  a large  coagulum  about  the  size  of  a (juart  jug  across,  anyhow 
filling  up  the  seat  of  the  bed-pan,  when  about  three  months  and  a fortnight  gone, 
ridding  her  of  the  large  lump  (as  she  described  it)  for  which  you  saw  her.  The 
coagulum  was  marked  as  if  a piece  of  white  cotton  were  drawn  across  and  through 
it.  After  her  labour,  placenta  and  all  being  gone  and  well,  she  passed  a large 
greenish  membrane,  which  when  spread  out  was  about  the  size  of  a sheet  of  fools- 
cap, which  Dr.  Jones  described  to  nurse  and  Mrs.  S — as  the  bag  which  contained 
the  large  lump  which  had  been  passed  five  months  before.” 

Cash  22. — Abortion  ; pelvic  hcematocele  ; recovery. 

On  the  20th  April,  1864,  I met  the  late  Dr.  Catherwood  on  the  case  of  Mrs. 
D — . She  was  a healthy  woman,  who  had  had  several  children.  Being  about  four 
months  pregnant,  she  was  exposed  to  excitement  and  fatigue ; free  hajinorrhage 
came  on ; on  the  19th,  symptoms  of  abortion  impending.  Dr.  Catherwood  ruptured 
the  membranes ; not  much  hajmorrhage  after  this ; but  there  was  great  pelvic  and 
abdominal  pain,  with  quick  pulse.  Dr.  Catherwood  felt  a limb  presenting;  the 
os  barely  admitting  a finger,  he  gave  ergot,  calomel,  and  opium. 

20th. — Some  vomiting  early  in  morning,  great  prostration ; pulse  130 ; exces- 
sive pain  in  abdomen,  cannot  bear  to  be  touched.  I saw  her  at  6.30  a.m. ; the 
cervix  admitted  three  fingers,  a portion  of  placenta  protruded.  I drew  this  out  ; 
the  greater  portion  of  the  placenta  came  away  ; then  I hooked  down  a foot ; the 
foetus  much  decomposed;  in  spite  of  all  gentleness  leg  broke  oft’;  seized  other  leg, 
this  also  came  off ; the  trunk  also  separated  at  the  back ; extracted  the  head  by 
drawing  on  remains  of  spine ; then  passed  in  fingers  to  explore  uterus ; found 
masses  of  coagula  mixed  with  shreds  resembling  placenta ; removed  what  I could 
easily  reach.  The  cavity  of  the  uterus  still  remained  large,  unclosed  by  contrac- 
tion; walls  firm  ; body  of  uterus  fixed  as  by  external  effusion;  an  irregular  firm 
ridge  projected  on  inner  sm-face. 

Was  there  a fibroid  tumour  in  wall  of  uterus  ? 

Was  there  rupture  of  an  extra-uterine  cyst  ? 

Was  there  rupture  of  tlie  uterus  ? 

Was  there  simply  effusion  of  blood  into  peritoneum  from  the  Fallopian  tubes  ? 
There  was  clearly  retro-uterine  hmmatocele.  Continue  calomel  and  opium. 

21st,  9.30  a.m. — Pulse  last  night  fell  from  130  to  120 ; there  has  been  con- 
tinuous diarrhoea ; expression  better ; pain  in  abdomen  less.  Casparia,  nitric  acid, 
opium. 

22nd,  6 a.m. — Diarrhoea  still ; vomiting ; pulse  120 ; tympanitis. 

1 p.m. — Enemata  of  laudanum. 

1 p.m. — Diarrhoea  and  vomiting  checked ; pulse  110. 

23rd,  9.30  a.m. — Amendment  maintained ; no  vomiting ; tongue  moist ; pulse 
100 ; pain  and  tympanitis  less. 

She  gradually  recovered ; the  uterus  recovered  its  mobility.  For  some  time  the 
condition  of  this  patient  seemed  desperate. 

I saw  her  three  years  afterwards.  There  was  no  uterine  tumour. 
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Case  23. — Ahortion  (artificially  induced  ?)  pelvic  heematocele  ; 

recovery. 

On  the  16th  September,  1865,  I saw  in  consultation  a woman,  reputed  a widow, 
hut  suspected  to  he  leading  the  life  of  a married  woman.  She  was  of  robust  frame 
and  constitution.  She  had  menstruated  regularly  until  recently.  She  has  now 
missed  two  periods.  After  profuse  hemorrhage,  acute  pain  set  in  in  the  lower 
abdomen  and  pelvis ; shock  j vomiting  ; fever.  This  has  lasted  for  a week.  She 
has  had  leeches  and  turpentine  fomentations,  which  gave  relief.  The  bowels  have 
been  relieved  daily. 

I found  great  prostration,  so  that  her  condition  seemed  precarious ; abdomen 
not  much  swollen  or  tympanitic ; pain  on  pressure  in  pelvis,  but  no  very  marked 
tumefaction  felt  above  the  brim.  By  vagina,  the  cervix  was  found  near  the  sym- 
physis ; the  uterus  was  more  bulky  than  natural ; it  was  set  fast  by  effusion 
behind  and  on  either  side.  The  effusion  behind  was  large,  rounded,  firm.  The 
diagnosis  I formed  was:  abortion  artificially  induced;  hmmorrhage  into  the  retro- 
uterine pouch ; pelvic  peritonitis  and  cellulitis.  Opium  and  rest  were  prescribed. 
The  prognosis  was  reserved. 

She  gradually  got  well. 

The  conclusion  that  abortion  had  been  artificially  produced 
was  based  partly  upon  circumstances  which  had  come  to  the 
knowledge  of  her  medical  attendant. 

Case  24. — Ahortion  ; retro-uterine  hcBmatocele  ; recovery. 

On  the  6th  October,  1868, 1 met  Mr.  German,  of  Bow,  in  the  case  of  Mrs.  C.  B — , 
act.  34,  who  had  had  one  child  fourteen  years  before.  Has  had  several  abortions. 
At  the  time  of  my  seeing  her  she  seemed  to  have  recently  aborted ; the  uterus 
was  three  to  three  and  a half  inches  long ; cervix  patulous,  some  haemorrhage ; 
the  sound  penetrated  in  normal  direction. 

1st  November  met  again.  Within  the  last  week  there  has  been  rapid  increase 
of  abdomen ; sense  of  weight  and  forcing  forward  of  womb  upon  tbe  pubes ; pulse 
90;  no  marked  abdominal  pain,  but  there  is  a solid  mass,  the  shape  of  the  uterus 
rising  to  the  umbilicus ; dulness  on  percussion  is  uninterrupted  from  umbilicus  to 
pubes.  Per  vaginam : fundus  vaginm  depressed,  the  posterior  wall  bulging 
forward  from  pressure  of  a semi-elastic  mass  behind  and  above ; the  cervix  and  os 
uteri  are  pressed  down  and  forwards  close  to  the  pubes  ; the  os  is  flattened  to  a 
narrow  chink.  Per  rectum  : a semi-elastic  rounded  mass  is  felt  filling  the  hollow 
of  the  sacrum.  The  sound — an  elastic  bougie — passes  three  inches  forwards  and 
upwards  towards  the  umbilicus. 

Diagnosis. — Pelvic  haematocele  following  abortion  ; rest,  opiates. 

In  February,  1869, 1 received  a letter  from  Mr.  Garman  from 
which  the  following  is  an  extract “ Soon  after  your  last  con- 
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sultation  with  me  Mrs.  B.  passed  a large  quantity  of  blood  per 
rectum,  which  very  much  relieved  her.  The  womb  has  gradually 
assumed  its  proper  position.  The  catamenia  appeared  for  the 
first  time  ten  days  ago,  and  lasted  the  usual  time,  five  days,  a 
healthy  and  natural  discharge.  She  is  now  convalescent.” 

Case  25. — Abortion  ? pregnancy  9 retro-uterine  hcematocele  y 

recovery. 

On  the  18th  August,  1869,  a lady  came  to  me  from  the  country,  referred  by  her 
medical  attendant.  She  had  had  five  children,  the  last  twenty  months  ago.  She 
had  suckled  it  eleven  months,  and  had  been  regular  ever  since.  Leucorrhcea, 
purulent  and  tinged  with  blood,  had  continued  since  the  labour.  Considerable 
anajinia,  and  consequent  mal-nutrition  of  the  nervous  centres,  with  nervous  dis- 
order, persisted.  There  was  a tendency  to  metrorrhagia ; there  was  intense  eiido- 
cervicitis.  At  times  she  had  epistaxis.  The  local  disease  and  the  general  health 
improved,  and  she  ceased  to  attend  after  the  13th  October.  On  the  13th  April, 
1870,  she  returned.  Menstruation  had  been  ten  days  behind,  then  came  on  pro- 
fusely and  lasted  for  eighteen  days.  She  had  frequent  vomiting  for  three  or  four 
weeks,  with  pain  in  the  pelvis,  “ burning  pain  in  the  bladder.”  The  uriue  was 
thick.  She  had  shivering  like  ague,  repeatedly  during  the  last  three  weeks,  and 
epistaxis  and  hajmoptysis.  I found  a large  egg-shaped  swelling  behind  and  below 
the  cervix  uteri,  protruding  the  vagina.  She  says  she  caught  cold  whilst  men- 
struating ; had  severe  bronchitis.  She  has  a decided  hectic  aspect.  Pulse  100, 
and  signs  of  septicasmia.  I diagnosed  retro-uterine  bajmatocele,  and,  influenced  by 
the  septicmmic  condition,  advised  that  the  tumour  should  be  punctured  on  her 
return  home.  This  proceeding  was  rendered  unnecessary.  Her  medical  attendant 
wrote  saying  that  on  the  following  day  a discharge  took  place  of  a thin  reddish 
appeariince,  which  continued  for  some  days,  the  pain  decreasing  and  the  swelling 
disappearing.  Some  days  later  a brownish  discharge  occurred.  Further  amend- 
ment was  rapid.  Next  menstrual  period  the  loss  was  in  excess,  with  pain,  and 
coloured  discharge  lasted  some  time.  At  the  end  of  June  considerable  increase  of 
hmmorrhage  occurred,  and  continued  until  next  day,  when  the  means  employed 
considerably  allayed  it.  However,  on  the  third  night  regular  pains  set  in,  and 
she  was  delivered  of  a foetus  of  about  four  months.  The  placenta  w.as  removed 
three  days  later  piecemeal.  Since  then  she  has  progressed  favorably  without 
interruption. 

Case  26. — Abortion  (artijicially  indtcced  ?)  ; retro-utei'hie 
hcematocele ; protracted  illness. 

In  September,  1869, 1 saw  iu  consultation  a pluripara  whose  last  child  was  born 
three  years  ago.  She  had  suckled  it  fifteen  months  ; no  menstruation  during  the 
lactation.  Not  long  after  this  she  had  an  abortion.  It  is  strongly  suspected  by 
her  medical  attendant  that  she  has  since  had  two  other  abortions,  induced  by 
herself  by  passing  something  into  the  uterus.  Ten  days  ago,  being  in  a boat  at 
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sea,  she  got  very  much  frightened,  and  flooding  came  on,  followed  by  seveio 
abdominal  and  pelvic  pain,  for  which  she  had  to  take  to  bed.  I found  considerable 
prostration  j no  flooding  now  j bas  bad  a little  diarrhoea,  which  is  now  stopped. 
For  some  days  her  condition  seemed  desperate.  The  os  uteri  was  very  low  down 
and  forward,  very  open.  The  finger  penetrates  in  the  anterior  vaginal  cul-de-sac ; 
it  is  assisted  behind  by  a firm  mass  taken  at  first  to  be  the  uterus  retroflexed.  There 
is  also  a distinct  prominence  on  the  left  of  the  cervix  in  the  fundus  vaginae.  The 
cervix  is  fixed  in  the  brim  of  the  pelvis.  The  sound  goes  three  and  a half  inches 
nearly  in  the  axis  of  the  brim. 

Diagnosis. — Retro-uterine  bajmatocele  j secondary  pelvic  peritonitis. 

This  patient  was  taken  into  the  hospital,  where  she  remained  until  the  8th 
December.  The  uterus  was  still  fixed  in  the  brim  of  the  pelvis,  the  os  open,  the 
uterus  of  normal  length,  but  the  cavity  enlarged.  She  menstruated  at  the  end 
of  eight  weeks. 

She  had  a very  lingering  illness. 

Group  VI. — Menstrual  Disturbance  or  Difficulty, 

LEADING  TO  EfFUSIONS  OF  BlOOD  INTO  THE  PERITO- 
NEUM. 

This  group  includes  by  far  the  largest  proportion  of  cases. 
At  the  same  time  the  danger  is  considerably  less,  and  the 
symptoms  are  less  severe.  It  may  be  stated  as  a general  rule, 
that,  whenever  there  is  any  impediment  to  the  free  discharge  of 
the  menstrual  blood  by  the  natural  route,  if  the  quantity  of 
blood  exuded  in  the  uterine  cavity  be  excessive,  or  suddenly 
increased  by  accident,  by  emotion,  or  other  causes,  escape  may 
take  place  by  the  Fallopian  tubes  into  the  peritoneum. 

It  will  be  instructive  to  subdivide  this  group  under  heads 
referring  to  the  presumed  exciting  or  chief  cause  of  the  blood 
effusion.  We  thus  get  sub-groups  containing 

1.  Cases  of  probable  very  early  Fallopian  gestation  and  escape 
of  ovum  into  the  peritoneum. 

2.  Cases  in  which  there  existed  a mechanical  impediment 
to  the  natural  escape  of  the  menstrual  blood. 

3.  Cases  in  which  there  was  disturbance  or  interruption  of 
the  menstrual  flow  from — 

a.  Cold  and  over-exertion  ; 
h.  From  emotion. 

4.  Cases  in  Avhich  the  immediate  cause  was  obscure,  the 
history  in  some  being  imperfect. 

5.  Cases  in  which  the  hsemorrhagic  character  of  the  blood  was 
increased  by  disease. 
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Sub-group  I. — Probable  Fallopian  Gestation. 

Case  — Disturbed  menstruation?  very  early  extra-uterine 

fcBtation  ? retro-uterine  hcematocele ; recovery. 

On  the  17th  January,  18G4,  I saw  in  consultation  a young  lady  who  had 
hitherto  enjoyed  good  health ; she  had  bad  no  children.  She  had  exceeded  her 
menstrual  period  by  one  week  when  she  was  exposed  to  cold.  This  was  on  the 
1st  January.  She  was  taken  with  pelvic  and  abdominal  pains,  and  vomiting. 
This  was  followed  by  hcomorrhage  from  the  vagina  j the  pains  continued,  at  one 
time  suggesting  peritonitis.  She  had  calomel  and  opium  and  was  purged.  More 
or  less  hasmorrhage,  but  not  excessive  in  quantity,  has  flowed  to  the  present  time. 
I found  her  weak,  not  very  anmmic ,•  pulse  90;  can  move  her  limbs;  some  ten- 
derness on  pressing  deep  in  pelvis  on  left  side.  The  uterus  is  pressed  rather  low 
down ; cervix  small,  hard ; the  os  hard,  scarcely  at  all  open;  its  mobility  is  im- 
peded ; the  vaginal  roof  on  the  left  is  lowered  and  resisting ; pressure  gives  pain. 
The  vomiting  is  now  stopped.  Diagnosis,  retro-uterine  or  intra-ligamentous 
effusion  of  blood  exciting  pelvic  peritonitis,  produced  by  interrupted  menstru- 
ation and  the  attendant  congestion  of  the  ovaries  or  Fallopian  tubes,  or  by  escape 
into  peritoneum  of  a very  early  Fallopian  ovum.  Rest,  sedatives;  she  reco- 
vered. 


Sub-group  II. — Cases  of  Mechanical  Impediment. 

Case  28. — Menstrual  retention  at  onset  of  function ; and 
hcematocele ; recovery. 

On  the  11th  July,  1863,  I met  Dr.  Buss  in  the  case  of  a girl,  set.  13,  who  had 
not  menstruated.  For  some  days  she  had  suffered  acute  pelvic  and  abdominal 
pain ; fever ; rapid  pulse.  Leeches  had  been  applied  to  abdomen ; calomel  and 
opium.  I saw  her  at  night;  intense  fever;  countenance  expressive  of  intense 
pain ; draws  her  legs  up ; the  abdomen,  especially  near  the  pelvis,  very  tender 
on  pressure,  not  much  swollen ; the  Anger  passes  the  hymen ; cervix  felt  with 
difiiculty ; full  examination  prevented  by  the  acute  pain. 

Under  rest  and  sedatives  she  recovered. 

Case  29. — Menstrual  retention ; Immatocele ; death. 

On  the  2nd  September,  1863,  I met  the  late  Dr.  Stevens,  of  Bedford  Square,  in 
the  case  of  a girl  mt.  14J-  years,  who  had  never  menstruated.  She  is  of  tuber- 
cular family.  She  was  apparently  in  good  health  three  weeks  ago,  not  having 
complained  of  ovarian  or  menstrual  symptoms.  Fourteen  days  ago,  being  then 
at  Margate,  peritonitis  appeared ; she  was  sent  home,  and  has  been  under  Dr. 
Stevens  a week.  Peritonitis  with  ascitic  efl’usiou  proceeded  rapidly.  She  was 
seen  by  Dr.  Garrod  on  the  30th  (?)  August.  I felt  a Arm  round  tumour  rising 
above  the  pubes.  The  catheter  was  passed,  and  the  bladder  emptied,  but  the 
tumour  remained.  It  increased  in  size ; when  I saw  hei%  it  was  as  large  as  the 
uterus  at  three  mouths’  gestation,  but  the  pain  and  distension  from  effusion  were 
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so  great  ns  to  forbid  minute  exploration.  Per  vaginam,  liymen  permitted  finger 
to  pass  j vagina  of  fair  size  j a somewhat  firm  mass  was  felt  at  brim  of  pelvis  i 
the  os  uteri  could  not  be  clearly  made  out;  the  cervix  seemed  distorted  and 
compressed  by  the  tumour.  The  whole  was  slightly  movable  in  connection  with 
the  tumour  above  the  symphysis.  Fluctuation  everywhere  in  the  abdomen,  and 
dulness  in  front ; pulse  120  to  140 ; continuous  expression  of  pain ; prostration  ; 
tongue  dry.  Dr.  Stevens,  having  regard  to  family  history,  thought  there  was 
tubercular  peritonitis.  The  symptoms  seemed  to  me  too  rapid  for  this.  The 
abdominal  shocks  and  inflammation  indicate  some  sudden  injury.  Is  it  effusion 
of  blood  into  the  peritoneum  from  the  ovaries,  or  sudden  distension  of  uterus 
by  menstrual  fluid,  with  retention,  ending  in  escape  of  blood  by  Fallopian  tubes, 
hcematocele  and  peritonitis  following  ? 

She  died  next  day.  No  autopsy  could  be  obtained. 

These  two  preceding  cases  appear  to  me  of  remarkable 
interest.  Under  the  hypereemic  turgescence  attending  the 
onset  of  the  first  ovulation  and  the  attendant  menstrual 
flux,  there  is  a rapid  transudation  of  blood  from  the  mucous 
membrane  of  the  uterus.  This  organ,  comparatively  immature 
and  unused  to  the  duty  it  is  called  upon  to  perform,  does  not 
readily  expand  to  accommodate  the  blood  poured  into  its  cavity, 
and  which  is  retained  by  an  imperfect  development  of  the  cervix 
from  being  discharged  by  the  natural  outlet.  There  is 
consequently  reflux  along  the  Fallopian  tubes,  hsematocele,  and 
peritonitis.  There  can  scarcely  be  a doubt  that  this  is  the  ex- 
planation of  some,  at  least,  of  those  apparently  obscure  attacks 
of  peritonitis  which  sometimes  seize  young  girls  at  their  entrance 
upon  the  ovarian  epoch. 

Case  30. — Menstrual  difficulty  from  contracted  cervix  uteri  ; 
lusmatocele ; recovery. 

On  the  21st  May,  1864,  I met  Dr.  Giles,  now  of  Hastings,  in  the  case  of 
Mrs.  F — , ait.  23.  She  had  been  married  eight  months;  always  regular,  not 
profusely.  Her  husband  says  there  has  never  been  perfect  connection;  the 
attempt  gives  great  pain.  She  says  the  last  menstrual  flow  did  not  appear  when 
due,  but  a slight  coloured  discharge  has  continued  for  the  last  ten  days.  She  was 
out  yesterday,  and  seemed  well  this  morning.  She  was  suddenly  taken  with 
severe  abdominal  pain,  vomiting,  collapse  result  of  shock,  seemed  moribund. 
Dr.  Giles  thought  there  was  internal  hmmorrhage.  I saw  her  two  or  three 
hours  after  the  attack ; she  was  still  in  collapse,  but  rallying ; pulse  120,  full ; 
does  not  bear  pressure  on  abdomen;  some  fulness;  breasts  said  to  have  been 
fuller  than  usual,  but  they  show  no  areola.  The  uterus  is  very  low  in  the  pelvis ; 
cervix  conical,  curved  forwards ; the  uterus  is  set  fast ; pressure  on  cervix  gives 
acute  pain  in  pelvis ; there  is  fulness  on  either  side  of  the  cervix. 
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Diagnosis,  effusion  of  blood  in  pelvis  from  Fallopian  tnbes  or  ovaries. 

Treatment,  eight  leeches  to  abdomen  ; salines  with  opium.  “ Rest.” 

23rd. — Better;  pulse  100;  skin  moist;  can  extend  her  legs  without  pain; 
respiration_  easy.  A firm  mass  is  felt  in  the  left  iliac  region.  She  recovered 
completely. 

This  lady  came  under  my  observation  again  two  years  after- 
wards, on  account  of  the  continuing  impediment  to  intercourse. 
This  and  the  characteristic  sterile  cervix  satisfied  me  that 
there  had  been  no  pregnancy.  The  source  of  the  haematocelo, 
therefore,  was  menstrual  blood,  probably  escaping  under  in- 
fluence of  sexual  excitement. 

Case  31. — Menstrual  difficulty  from  narrow  os  uteri  ; retro- 
uterine hcematocele. 

On  the  11th  January,  1869,  I saw  in  consultation  a lady  who  had  been  married 
twenty  years  without  being  pregnant.  She  was  taken  rather  suddenly  ill  with 
acute  pain  in  the  pelvis  and  prostration  fourteen  days  ago.  Signs  of  peritonitis 
followed.  I found  the  uterus  fixed,  the  os  small,  and  a firm  mass  behind  the  uterus. 
The  recent  symptoms  had  subsided.  She  got  well. 

Here,  probably,  blood  had  been  poured  out  from  the  ovaries 
or  Fallopian  tubes  from  impeded  menstruation,  the  two  factors 
being  the  narrow  os  uteri  and  sudden  congestion.  The  long- 
enduring  sterility  is  further  evidence  of  menstrual  obstruction. 


Sub-group  3. — Cases  in  which  Menstruation  was  disturbed 
BY — (a)  Cold  and  Over-exertion  ; {b)  by  Emotion. 

Case  32. — Menstrual  disturbance;  retro-uterine  haematocele ; 

recovery. 

On  the  18th  February,  1867, 1 saw  in  consultation  a married  woman  who  for 
the  last  year  had  been  subject  to  irregular  menstruation.  Four  days  ago  she 
went  out  and  caught  cold,  having  been  menstruating  two  or  three  days  before. 
She  was  taken  ill  with  severe  pain  in  the  abdomen  and  pelvis,  vomiting,  and  pros- 
tration. She  has  taken  grey  powder  and  Dover’s  powder,  and  is  slightly  salivated. 
Pulse  100.  Pain  on  breathing  ; abdomen  not  distended,  very  painful  on  pressure ; 
decubitus  dorsal.  Per  vaginam,  uterus  of  normal  size,  cervix  projecting,  slightly 
movable ; great  tenderness  in  fundus  vaginm,  especially  in  the  right,  where  there 
is  some  fulness. 

Diagnosis,  a little  haemorrhage  into  the  right  broad  ligament  and  Douglas’s 
pouch  from  checked  menstruation,  setting  up  pelvic  peritonitis  there. 
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Case  33. — Arrested  menstruation;  retro-uterine  h(Bmatocele ; 

retention  of  urine. 

On  the  20th  Novemher,  1863,  I saw  in  consultation  at  Holloway  a young  lady 
sufl'ering  from  intense  abdominal  and  pelvic  pain  with  retention  of  urine.  Four 
years  ago  the  menstruation  became  suspended  for  two  years  j during  the  last  two 
years  menstruation  had  been  regular,  and  her  health  fair.  In  September  she  went 
to  Hastings,  and  early  in  November,  when  menstruation  was  due,  she  took  a bath. 
The  catamenia  did  not  appear.  Soon  afterwards  she  had  acute  pain  in  the  left 
hypochondrium,  increased  on  pressure. 

During  the  last  three  days  there  have  been  signs  of  anmmia,  peritonitis,  and 
great  prostration  and  vomiting.  I found  the  pulse  140;  heart’s  action  much 
excited ; an  anaemic  bruit ; face  blanched ; some  colour  in  lips  and  tongue.  The 
abdomen  is  not  now  distended ; it  had  been  so.  There  was  pain  on  pressure  above 
the  pubes  and  in  either  iliac  fossa,  hut  the  most  painful  spot  is  the  left  hypochon- 
drium and  left  lumbar  (kidney  ?)  region.  The  bladder  has  been  powerless  for  the 
last  two  days ; the  urine  drawn  off  is  clear.  The  bowels  have  been  kept  quiet 
for  four  days.  She  has  had  opium.  The  uterus  was  normal;  the  vagina  was 
depressed  and  pushed  forward  by  a swelling  in  Douglas’s  pouch.  She  ultimately 
did  well. 

Abdominal  peritonitis.  Treatment,  opium,  rest.  She  slowly  recovered. 

Case  34. — Menstrual  disturbance ; retro-uterine  hcematocele ; 

recovery. 

On  the  10th  March,  1869,  I saw  in  consultation  a lady  who  had  a child  three 
years  before.  Three  months  ago  she  was  seized  with  acute  pain  during  menstrua- 
tion, having  caught  cold.  She  has  felt  stiff  in  the  legs  ever  since,  and  there  has 
been  nearly  continuous  hajmon-hagic  discharge.  There  was  considerable  emacia- 
tion, some  irritative  fever,  and  she  was  nearly  confined  to  bed  or  sofa.  I found 
the  uterus  in  normal  direction  and  size,  perhaps  slightly  heavier ; behind  the 
cervix  the  fornix  vaginas  is  protruded  by  a firm  mass,  which  is  also  felt  by 
rectum.  The  cervix  is  now  near  the  centre  of  the  pelvis.  Diagnosis,  hasmatocele 
from  effusion  of  menstrual  blood  into  Douglas’s  pouch,  undergoing  absorption  and 
discharge  by  uterus. 

Case  35. — Menstrual  disturbance ; retro-uterine  hcematocele  ; 

recovery. 

On  the  6th  February,  1869, 1 saw  in  consultation  a woman  w'ho  had  had  several 
children.  She  had  an  abortion  about  Christmas,  with  free  loss.  She  was  men- 
struating a month  afterwards,  when  she  caught  cold.  Severe  pain  in  the  pelvis 
with  some  irritation  of  the  bladder  and  hectic,  set  in.  I found  the  uterus 
pushed  forwards  close  to  the  symphysis  pubis,  but  still  slightly  movable  • the  os 
was  not  soft  ; it  was  moderately  open;  behind  it  and  bulging  forwards  and  down- 
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wards  was  a rounded  tumour  protruding  the  upper  and  posterior  wall  of  the  vagina, 
very  tender  to  the  touch,  and  slightly  fluctuating. 

The  diagnosis  was  retro-uterine  hsematocele  encysted ; blood  had  been  poured 
out  under  the  congestion  caused  by  cold  acting  during  menstraation,  the  disposi- 
tion to  hyperaemia  being  increased  by  the  imperfectly  involved  uterus  after  recent 
abortion. 

I recommended  “rest.” 

Her  medical  attendant,  Mr.  T.  J.  Evans,  wrote  in  April,  1870,  informing  me 
that  she  had  a sangulno-purulent  discharge  about  a week  after  I saw  her,  with 
excessive  tenderness  in  the  pelvic  region  and  symptoms  of  subacute  inflammation. 
The  discharge  became  offensive,  and  was  corrected  by  carbolic  acid  lotions.  She 
recovered  completely,  and  became  pregnant. 

Case  36. — Menstrual  disturbance  ; retro-uterine  hcematocele  ; 

recovery. 

On  the  29th  June,  1869,  I attended  with  Mr.  Wallford  Mrs.  S — , a pluripara, 
who  had  enjoyed  good  health  until  the  present  attack.  Menstruation  had  been 
normal.  Whilst  menstruating  she  was  exposed  to  cold  and  fatigue  at  the 
“ Derby.”  Intense  abdominal  and  iielvic  pain  set  in,  and  menstruation  was  sus- 
pended for  a day.  The  flow  then  returned,  and  there  has  been  slight  sanguineous 
discharge  ever  since,  of  a grumous  character.  Not  much  febrile  irritation  now. 
There  was  at  first  nearly  complete  retention  of  urine.  There  is  still  irritation  of 
bladder  j tenderness  on  pressure  deep  in  pelvis  j constipation.  The  os  uteri  is 
open,  rounded,  a little  behind  the  symphysis ; the  cervix  is  fixed  by  a tumour 
behind ; the  direction  of  the  uterus  is  nearly  normal.  Behind  the  cervix,  and 
rather  low,  is  a firm  mass  depressing  the  posterior  fundus  of  the  vagina  j this  is 
felt  more  clearly  in  the  rectum.  It  is  retro-uterine  deposit.  Prognosis  good; 
treatment,  rest,  iodide  of  potassium.  I saw.  this  patient  with  Mr.  Wallford  from 
time  to  time. 

On  the  10th  Angust  she  had  gone  on  favorably ; there  was  a disposition  to 
diarrhoea.  For  the  last  ten  days  there  has  been  rather  free  discharge  of  pus  in 
stools ; a sanguineous  discharge  still  goes  on,  apparently  from  the  uterus.  There 
is  less  irritative  fever  since  the  escape  of  pus ; pulse  80,  soft,  full,  but  excitable. 
The  tumefaction  is  less ; the  uterus  is  getting  mobile. 

She  recovered  completely. 

Case  37. — Disturbed  menstrual  Jlow  ; retro- uterine  hcematocele  ; 

recovery. 

A.  K — , set.  29,  four  children,  the  last  two  years  ago ; admitted  in  hospital  29th 
August,  1866.  Menstruation  has  been  regular,  recun-ing  every  three  weeks,  and 
very  profusely;  leucorrhoea  in  intervals.  Complains  of  bearing-down;  thought 
to  have  prolapsus.  What  she  took  to  be  prolapsus  came  on  with  great  pain 
after  a long  exhausting  walk.  The  uterus  was  found  enlarged,  the  fundus  rising 
above  the  symphysis  pubis.  The  sound  penetrated  5"  towards  the  umbilicus. 
The  uterus  and  cervix  were  pressed  bodily  forwards — so  that  the  cervix  was  close 
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behind  the  symphysis — by  a firm  swelling^,  which,  projecting  a posterior  wall  of 
the  vagina,  descended  below  the  level  of  the  cervix.  Diagnosis,  retro-uterine 
hmmatocelo. 

11th  September. — She  has  hiid  shivering  about  1 a.m.  daily  for  a fortnight; 
the  pulse  is  slightly  accelerated. 

18th. — Copious  yellow  discharge  for  the  last  week. 

25th. — She  has  menstruated,  and  is  improving,  but  complains  of  pain  in  the 
hypogastrium  and  cramps  in  both  legs. 

Case  38. — Arrested  menstruation  9 pelvic  Immatocele  ; 

recovery. 

On  the  4th  of  January,  1863,  I met  Dr.  Eamskill  in  the  case  of  Mrs.  P — . She 
has  had  several  children,  and  an  abortion  occurred  a year  ago.  She  has  been 
under  treatment  lately  for  ovarian  congestion  and  inflammation.  She  was  in 
Brighton  a few  days  ago,  and  caught  cold  while  menstruating.  I was  called  in 
urgent  haste  on  the  4th.  She  was  on  the  floor  in  the  drawing-room,  writhing 
with  intense  pain  in  the  lower  abdomen;  much  prostrated;  pulse  feeble,  rapid; 
countenance  anxious.  The  uterus  was  a little  enlarged ; some  fulness  and  firm- 
ness impeding  mobility  of  uterus  on  either  side,  especially  on  the  left,  with  ten- 
derness. With  great  difliculty  I got  her  carried  to  bed  in  an  arm-chair ; she 
slipped  forwards  prostrated  whilst  being  carried.  During  three  hours  that  I 
stayed  with  her  the  collapse  was  so  great — extremities  cold,  pulse  hardly  felt — 
that  I did  not  thint  she  would  rally.  Mustard  applied  to  the  chest,  turpentine 
to  the  abdomen,  hot  bottles  to  the  feet,  ether  and  opium  internally,  were  fol- 
lowed by  some  reaction. 

Next  day  she  had  much  rallied,  but  there  was  still  prostration,  tenderness  in 
the  pelvis,  and  the  prognosis  was  doubtful.  From  this  day,  however,  she  reco- 
vered. On  the  fourth  or  fifth  day  she  passed  a quantity  of  fluid  matter  with  a 
copious  stool. 

Case  39. — Menstrual  disturbance  ; hoematocele  ; recovery. 

On  the  22nd  of  April,  1894, 1 saw,  with  Dr.  Sheehy,  Mrs.  B — , a young  married 
lady,  living  apart  from  her  husband.  Three  weeks  ago,  just  at  the  onset  of  a 
menstrual  period,  went  to  the  theatre ; was  much  fatigued,  chilled;  came  home 
with  pain  in  the  pelvis ; fever  followed ; the  pain  became  more  acute ; vomiting.  Dr. 
Sheehy  gave  calomel  and  opium;  leeches  were  applied  to  abdomen.  When  1 saw 
her  there  was  stUl  irritative  fever ; pulse  very  quick ; expression  of  face  anxious ; 
action  of  bowels  and  bladder  difficult ; tenderness  on  pressure,  in  left  iliac  region 
especially.  Per  vaginam,  uterus  fixed  a little  below  the  brim;  os  and  cervix 
small,  slightly  open ; fixed  in  surrounding  deposit,  especially  to  the  left,  there  is 
a thick  firm  mass. 

Diagnosis,  peri-uterine  hajmatocele  from  diverted  menstruation, 
morphia.  Got  well  soon  after  this  visit. 


“ Rest ;” 
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Case  40. — Menstrual  disturbance  ; retro-uterine  heematocele  ; 
voiding  of  blood  by  uterus  ; recovery. 

On  the  21st  of  October,  1869,  a lady,  aet.  23,  was  placed  under  my  care.  She 
had  one  child  two  and  a half  years  old.  A month  ago,  while  menstruating,  she 
was  exposed  to  fatigue  and  cold,  and  was  seized  with  severe  pain  in  the  abdomen 
and  pelvis,  with  fever.  When  I saw  her  she  was  confind  to  bed.  The  pain  was 
very  severe  every  night,  and  often  in  the  day.  Pulse  100.  The  uterus  was  en- 
larged; the  cervix  was  expanded  so  as  to  nearly  admit  the  finger;  it  was  close 
behind  the  symphysis,  pushed  forwards  by  a mass  behind,  and  fixed  by  this  mass, 
and  also  by  projections  on  either  side. 

Diagnosis,  retro-uterine  hmmatocele ; secondary  pelvic  peritonitis.  Under 
rest,  salines,  aud  opiates,  and  subsequently  bromide  of  potassium,  the  pain  soon 
subsided,  the  febrile  irritation  ceased,  the  pulse  fell  to  90. 

On  the  10th  of  November  she  was  steadily  improving.  Oozing  of  dark  fluid 
slimy  blood  set  in;  this  continued  for  some  time.  The  pain  had  ceased.  The 
uterus  became  less  fixed;  the  masses  behind  and  in  the  sides  of  the  uterus  gradu- 
ally disappeared.  In  January,  1870,  she  was  quite  well. 

(5)  From  Emotion. 

Case  41. — Meyistrual  disturbance  ; retro-uterine  heematocele  ; 

recovery. 

On  the  17th  of  March,  1869,  I was  consulted  in  the  case  of  Mrs.  P — , pluripara. 
She  had  an  abortion  six  months  ago,  and  is  somewhat  reduced  in  health.  Men- 
struation was  restored  after  the  abortion.  Five  weeks  ago,  whilst  menstruating, 
she  was  “ upset”  by  a drunken  man  coming  into  the  house.  Severe  pains  seized 
her  in  the  pelvis,  shooting  to  back  and  loins.  Since  then  more  or  less  metror- 
rhagia and  pains  have  continued.  There  has  been  no  obstruction  to  the  bladder. 
I found  a firm  round  tumour  projecting  above  the  symphysis,  inclining  a little  to 
the  left ; no  particular  resistance  in  the  iliac  regions.  The  os  uteri  is  behind 
the  symphysis,  slightly  patulous.  Palpation  between  the  two  hands  determines 
that  the  body  above  the  pubes  is  the  uterus,  pushed  forwards  and  upwards  by  a 
semi-solid  rounded  mass,  which  is  felt  behind  the  uturus,  projecting  the  vagina 
forwards. 

Diagnosis,  retro-uterine  hajmatocele.  Rest ; quinine.  She  recovered. 

Case  42. — Menstrual  disturbance;  heematocele;  recovery. 

On  the  5th  December,  1863,  I met  Dr.  Evans  on  the  case  of  Mrs.  J— . She  had 
been  married  ten  years  without  children ; has  always  menstruated  profusely  with 
pain.  Seventeen  days  ago,  being  then  a week  over  the  menstrual  period,  coming 
home  agitated  by  death  of  four  persons  from  fever,  she  was  seized  with  pain  in 
the  pelvis.  Taking  to  bed,  fomentations  were  applied  to  ease  pain.  Dr.  Evans  gave 
calomel  and  opium,  then  salines ; bowels  constipated,  no  bladder  distress.  IVhon 
I saw  her  the  pulse  was  110,  feeble;  she  had  vomited;  there  was  irritative  fever; 
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pain  now  not  great.  Per  vnginam, uterus  not  enlarged;  vaginal  portion  pro- 
jecting three  quarters  of  an  inch,  firmly  set ; hard  tumefaction  in  fundus  vaginse, 
more  marked  in  Douglas’s  sac,  and  in  either  ovarian  region.  She  describes  the 
pain  as  being  more  severe  on  the  left  side. 

Was  it  early  Fallopian  gestation,  or  simply  retention  of  menses  with  conges- 
tion, and  thence  hmmatocele,  sequestrated  by  fibrinous  effusion  ? 

13th  December. — Informed  by  Dr.  Evans  that  the  pjitient  was  doing  well,  and 
that  the  intumescence  around  the  uterus  was  subsiding. 


Case  43. — Menstrual  disturbance ; retro-uterine  hoematocele  ; 
complication  with  malignant  disease  in  abdomen  9 death. 

On  the  20th  January,  1870,  a lady  came  to  me  by  the  advice  of  a medical 
friend.  She  was  forty-three  years  of  age ; had  married  at  twenty-two,  had  chil- 
dren, no  abortions ; menstruation  had  always  been  profuse,  not  painful.  Has  been 
a widow  for  some  years.  Two  years  ago,  whilst  on  a journey,  during  menstruation, 
was  seized  with  acute  abdominal  pain  and  inflammation,  and  had  to  keep  her  bed. 
Her  health  remained  much  shattered  for  some  months  afterwards,  and  she  has 
never  been  well  since.  For  the  last  six  months  the  menorrhagia  has  been  less, 
but  pain  occurs  at  the  periods,  vomiting,  uterine  colic,  and  lumps  pass.  Leucor- 
rhoea  in  intervals.  Menstruation  sets  in  with  diarrhoea.  There  is  irritation  of 
the  bladder.  Her  general  aspect  is  that  of  cachexia  and  depression. 

The  os  uteri  formed  a transverse  slit  close  behind  the  symphysis  pubis.  A 
rounded  firm  mass  was  felt  behind  the  os  depressing  the  posterior  wall  of  the 
vagina;  this  mass  was  also  felt  by  rectum.  The  sound  penetrated  the  uterus 
the  normal  length,  the  point  being  carried  forwards  above  the  symphysis,  where 
it  was  felt  through  the  fundus  close  behind  the  abdominal  wall;  the  sound 
could  not  be  directed  backwards. 

The  diagnosis  was  that  a haematocele  had  formed  two  years  ago  when  the 
acute  symptoms  occurred,  and  that  the  mass  had  hardened  and  remained  per- 
sistent since.  It  might  be  conjectured  that  the  mass  was  a fibroid  in  the 
posterior  wall  of  the  uterus,  but  I was  satisfied  that  I was  able  to  exclude  this. 
I learned  that  this  lady  died  rapidly  three  months  afterwards,  under  symptoms 
ascribed  to  malignant  disease  of  the  stomach. 


Case  44. — Menstrual  disturbance ; retro-uterine  haematocele ; 

recovery. 

On  the  10th  January,  1869,  J.  E — , servant,  single,  was  admitted  under  my 
care  at  St.  Thomas’s.  Amenorrhoea  had  persisted  three  months ; pain  in  the 
left  iliac  region,  and  vomiting  came  on  fourteen  days  ago,  and  have  continued 
ever  since;  bowels  relaxed;  for  three  days  there  was  retention  of  urine;  dulness 
on  percussion  as  high  as  the  umbilicus ; clearness  on  either  iliac  region ; the  os 
uteri  is  hard,  small,  close  behind  the  symphysis  pubis  ; the  uterus  rises  forwards 
over  the  symphysis  of  normal  length.  There  is  a firm  rounded  mass  behind  the 
os,  stretching  down,  and  pushing  the  posterior  vaginal  wall  forwards.  This  is 
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also  felt  in  the  rectum,  but  the  finger  cannot  get  above  it.  There  is  pain  on 
pressure  in  the  hypogastric  region. 

Her  account  is  that  she  caught  cold  wlien  menstruation  was  impending  three 
months  ago. 

A fortnight  later,  under  rest  in  bed,  salines  and  sedatives,  the  vomiting  had  ceased; 
there  was  clear  resonance  from  the  symphysis  pubis  upwards ; the  os  uteri  was  in 
the  centre  of  the  pelvis,  the  body  inclining  forwards  of  normal  length ; a solid 
mass  was  still  felt  behind  the  cervix,  but  very  much  smaller.  The  general 
symptoms  were  relieved.  On  1st  March  the  hasmatocele  was  totally  absorbed. 
She  recovered. 


SoB-GBOTJp  4. — Cases  in  which  the  Immediate  Cause  is 
Uncertain,  the  History  in  some  being  Imperfect. 

Case  45. — Floodings  ; menstrual  disturhance  ; pelvic  hermato- 

cele  ; recovery. 

In  April,  1867,  I saw  in  consultation  a lady,  pluripara,  who  had  her  last  child 
three  years  before.  Latterly  she  had  been  very  liable  to  floodings.  Rather 
suddenly  acute  abdominal  and  pelvic  pain  came  on,  with  dysuria  and  some  diffi- 
culty in  defecation.  Irritative  fever  followed.  The  uterus  was  lowered  in  the 
pelvis,  the  cervix  carried  nearer  to  the  pubes,  the  uterus  was  fixed  by  deposit  in 
both  broad  ligaments,  and  the  fundus  of  the  vagiua  was  depressed  by  a soft, 
smooth,  painful  swelling.  The  sound  penetrated  in  normal  direction  about  an 
inch  beyond  normal  length.  The  abdomen  was  enlarged  and  tender ; it  was  not 
easy  to  press  the  hand  down  so  as  to  determine  the  condition  of  the  brim. 

Diagnosis,  efiiision  of  blood  into  the  broad  ligaments  and  into  Douglas’s  pouch, 
arising  from  over-distension  of  the  vessels  of  the  Fallopian  tubes  and  ovaries,  and 
consecutive  pelvic  peritonitis  and  cellulitis. 

Treatment,  rest;  opium. 

On  the  I7th  May  I saw  her  again.  She  was  better.  The  os  uteri  was  in  normal 
position,  the  sound  passed  in  normal  direction;  still  some  thickening  in  the  left 
broad  ligament,  elsewhere  the  deposits  were  less. 

She  ultimately  did  well. 

Case  46. — Menstrual  disturhance  ; licematocele  ; recovery. 

On  the  22nd  February,  1862,  I met  Mr.  Snell  in  the  case  of  Mrs.  C — , mt.  43, 
pluripara.  She  had  been  suffering  about  a fortnight  with  acute  pelvic  pains 
which  forced  her  to  keep  her  bed.  She  had  had  no  floodings,  but  of  late  menstrua- 
tion had  been  irregular.  The  uterus  was  fixed  at  the  brim  of  tbe  pelvis  by 
indurated  smooth  swelling  all  round;  the  cervix  projected  somewhat  conically, 
slightly  open ; the  body  of  uterus  gave  the  impression  of  increased  bulk  ; examina- 
tion causes  much  pain ; no  pain  on  pressure  on  abdomen  unless  made  deep  behind 
pubes,  when  the  uterus  is,  no  doubt,  disturbed  in  its  inflammatory  bed. 

Calomel  and  opium  fomentations ; rest.  The  cause  here  was  probably  cold 
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nrrestliig  inonstrual  SGcretioD.  The  case  was  not  certainly  baBinatocele,  but  possibly 
pelvic-peritonitis. 

She  recovered. 

Case  47. — Menstrual  disturbance  ; retro-uterine  hcematocele, 
voided  by  rectum  ; recovery. 

S.  M— , a;t.  26,  came  to  the  hospital  in  July,  1870,  as  an  out-patient.  She  had 
been  married  eight  years  without  being  pregnant.  Menstruation  was  suspended 
for  eight  months  until  the  14tb  of  June,  when  a free  discharge  of  blood,  thick 
and  black,  took  place  from  the  bowel.  This  continued  for  a fortnight;  was 
attended  with  great  pain,  so  that  she  could  not  lie  down.  Clots  also  passed  by 
vagina.  She  had  frequent  vomiting  throughout  the  eight  months’  suspension. 
When  the  suspension  began  there  was  acute  pain  in  the  abdomen,  which  used  to 
swell  up.  She  had  five  or  six  acute  attacks  of  the  kind  every  month.  She  has 
been  getting  stout  the  last  three  years,  and  especially  the  last  year.  The  vomiting 
has  been  relieved  since  the  discharge  took  place. 

The  uterus  was  found  fixed  ; the  os  and  cervix  and  body  of  the  uterus  pushed 
forwards,  but  not  quite  close  to  the  symphysis.  There  is  a firm  rounded  ridge 
like  a collar  behind  the  cervix.  She  was  ordered  iodide  of  potassium.  She  still 
(August)  attends  as  an  out-patient.  The  tumefaction  and  other  symptoms 
greatly  subsided. 

In  this  case,  no  doubt,  a retro-uterine  hsematocele  was  formed, 
and  remained  in  a more  or  less  indolent  state  for  eight  months, 
when  it  was  discharged  by  the  rectum. 

Case  48. — Menstrual  disturbance ; hcematocele;  recovery. 

March  19th,  1867,  I met  Mr.  Black  in  the  case  of  Mrs.  H — . She  had  always 
suffered  from  dysmenorrhcea.  Had  never  been  pregnant.  Has  twice  had  severe 
symptoms  attending  “ suppression  (retention P) of  menstruation;”  one  of  these 
attacks  was  six  years  ago.  She  was  taken  suddenly  a month  ago,  whilst  working 
in  her  chair  with  pain  in  the  pelvis  and  fainting.  The  pain  continued  very 
intense  ; she  took  to  her  bed,  and  has  only  been  up  once  or  twice  since ; has  had 
vomiting,  but  not  continuously.  Pulse  110,  small ; aspect  indicates  suffering ; 
lying  on  either  side  painful ; hypogastrium  tender ; a firm  swelling  is  felt  in 
either  iliac  region  rising  out  of  the  pelvis.  The  os  uteri  is  felt  rather  low  down, 
pressed  forwards;  the  sound  passes  three  and  a half  inches,  directing  the 
point  forwards,  indicating  some  enlargement  and  antiflexiou  of  the  uterus. 
The  fundus  vaginaj  is  bulged  down  on  either  side  and  behind  the  cervix,  forming 
a round  smooth  mass,  which  is  also  felt  in  the  rectum.  The  uterus  is  fixed  by 
it.  The  03  uteri  is  small ; the  cervix  somewhat  conical. 

Diagnosis,  effusion  of  menstrual  blood  in  tbe  Douglasian  pouch,  and  consecutive 
pelvi-pcritonitis.  Salines,  opiates,  rest,  prescribed. 

Mr.  Black  informs  me  that  the  patient  recovered  thoroughly. 
She  was  bled  by  leeches  in  both  groins  with  obvious  benefit. 
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Case  49. — limmatoccle  (^from  rupture  of  a small  ovarian  cyst  ?) 
under  suppressed  menstruation  ; operation  for  ovariotomy  hy 
another  practitioner  ; death. 

Ou  the  1st  of  J uly,  1866,  I saw  in  consultation  a young  lady,  ast.  18.  She  had 
had  an  attack  of  severe  abdominal  pain  when  away  from  home  two  years  before. 
The  bowels  had  been  very  costive  during  the  last  month.  Menstruation  set  in  on 
the  23rd  June,  at  first  normally,  but  next  day  it  was  suddenly  checked  j severe 
pain  set  in,  vomiting,  then  a swelling  gradually  formed  in  the  lower  abdomen. 
She  could  not  lie  on  the  riglit  side.  On  the  30th  the  pain  was  very  acute,  with 
fever.  She  was  seen  by  the  late  Dr.  Jeaffreson,  who  prescribed  opium.  She  also 
had  calomel.  When  I saw  her  the  pulse  was  100,  tongue  loaded,  but  the  pain 
was  much  relieved.  There  was  a firm  rounded  swelling  rising  to  near  the  umbi- 
licus, slightly  movable  j per  vaginam,  a rounded  swelling  was  felt  in  the  brim  of 
the  pelvis,  depressing  the  roof  of  the  vagina  behind  j the  cervix  was  firm,  slightly 
flexed  J the  os  small,  a little  remote  from  the  pubic  bone. 

Diagnosis : hmmatocele  rapidly  forming  from  efi“usion  resulting  from  menstrual 
congestion  of  ovaries  and  Fallopian  tubes.  Treatment,  opium,  rest. 

I was  subsequently  informed  by  a medical  friend  who  was 
acquainted  with  the  case  that  she  was  afterwards  seen  by  Dr. 
Oldham,  who  concurred  in  the  treatment  I had  recommended ; 
and  still  later  by  another  physician,  who  was  said  to  have  ex- 
pressed surprise  that  “ we  should  have  overlooked  the  tumour.” 
This  gentleman  operated  for  ovarian  dropsy,  but  did  not  succeed. 
The  patient  died.  * 

It  is  possible  that  there  might  have  been  an  acute  cystic 
disease  of  the  ovary,  from  which  hlood  was  poured  out  under  the 
checked  menstrual  nisus.  But  to  my  mind  the  presence  of 
hsematocele  was  clear,  and  the  subsequent  history  of  the  case, 
as  far  as  I could  learn,  confirmed  this  view.  The  anteflexion  of 
the  cervix,  the  small  os,  and  the  similar  attack  two  years  pre- 
viously, point  to  difficult  menstruation,  a frequent  factor  in  the 
production  of  hsematocele. 


Case  50. — Menstrual  disturhance  ; retro-uterine  licematocele  ; 

recovery. 

On  the  19th  March,  1867,  I saw  in  consultation  a publican's  wife  who  had  been 
married  some  years  without  ever  being  pregnant.  She  had  always  suflered  from 
dysmenorrhoea.  She  has  twice  had  severe  symptoms  attending  “suppression  of 
menstruation,”  one  attack  being  six  years  ago.  This  time  she  was  taken  suddenly 
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a month  ago,  whilst  working  in  her  chair,  with  pains  in  the  pelvis  and  fainting  ; 
the  pain  continued  very  intense.  She  took  to  bed,  and  has  only  been  np  two  or 
three  times  since  j she  has  had  vomiting,  but  not  continuously.  Pulse  110, 
small ; aspect  that  of  suffering  j lies  on  her  back  ; lying  on  either  side  painful ; 
abdomen,  especially  the  hypogastrium,  tender ; firm  swelling  felt  in  either  iliac 
region  rising  out  of  the  pelvis ; the  os  uteri  low  down,  pressed  forwards ; the 
sound  passes  an  inch  beyond  normal  length,  directing  the  point  forwards.  Hence 
there  is  enlargement  and  anteversion  of  the  uterus.  The  fundus  vaginm  is  bulged 
down  on  either  side,  and  behind  the  cervix  the  vagina  is  protruded  forwards  by 
a round,  smooth,  firm  mass,  which  is  also  felt  in  the  rectum  j the  uterus  is  set 
fast.  The  os  uteri  is  small ; the  cervix  is  conical. 

Diagnosis,  hminorrhagic  effusion  from  the  ovaries  and  Fallopian  tubes  under 
the  pressure  of  menstrual  congestion  into  the  broad  ligaments  and  Douglas’s 
pouch,  with  secondary  peritonitis  isolating  the  efl’usion.  Treatment,  salines, 
opium,  rest,  time.  She  recovered. 


Case  51. — Menstruation  disturbed  ; retro-uterine  hcematocele  ; 

recovery. 

E.  C — , admitted  at  St.  Thomas’s,  June  22nd,  1865.  Married  seven  years,  no 
children.  Eleven  weeks  ago  was  seized  with  violent  pains  in  the  stomach.  Men- 
struation, she  says,  has  always  been  regular  and  easy.  She  now  complains  of 
weight  and  pain  in  the  pelvis ; great  difficulty  in  defecation ; no  difficulty,  except 
on  one  or  two  occasions,  in  micturition.  Pulse  100,  soft.  Some  anmmia.  Has 
lost  flesh  and  strength. 

There  is  a swelling  behind  the  cervix  uteri,  rounded,  solid,  fixed  to  the  pelvic 
brim,  and  flattening  the  rectum  against  the  hollow  of  the  sacrum.  The  os  uteri 
is  patulous.  The  sound  proves  the  uterus  to  be  not  retroflexed,  but  pushed  for- 
wards. The  body  is  slightly  above  the  normal.  Good  diet ; iodide  of  potassium. 
She  improved  quickly  under  “rest,”  and  on  the  18th  of  July  there  was  no  pain. 
Tumour  still  felt ; uterus  stiU  immovable.  After  this  she  continued  to  improve, 
and  was  discharged  well. 


Case  52. — Menstrual  disturbance  ; hcematocele  ; recovery. 

On  the  27th  of  March,  1867,  I met  Mr.  Samuel  in  the  case  of  Mrs.  S — . She 
was  thought  to  have  an  abortion  two  months  ago,  but  the  ovum  was  not  seen  j 
afterwards  she  doubted  having  been  pregnant.  Last  night,  being  out  playing  at 
cards,  she  was  taken  suddenly  ill,  fainting,  felt  sick,  cold,  pain  in  pelvis ; was  taken 
home.  Collapse  was  more  marked  at  night.  Early  this  morning  she  was  seen  by 
another  physician,  who  said  she  was  “ sinking  rapidly.”  I saw  her  at  10.45  a.m.; 
pulse  very  feeble ; skin  pale,  cold  j tongue  almost  white  j quite  conscious ; pain  in 
hypogastrium,  increased  on  pressure ; some  enlargement.  Per  vaginam,  uterus 
somewhat  enlarged,  os  soft ; uterus  movable,  but  not  so  freely  as  in  ordinary  state ; 
movement  causes  pain,  and  there  is  fulness  and  pain  iii  the  right  vaginal  fundus. 
No  vaginal  hemorrhage.  Opiates,  rest. 
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28th,  11  a. in. — Has  rallied  a little ; slept;  skin  warm;  tongue  coloured ; pulse 
stronger,  100.  There  seems  more  swelling,  especially  on  the  left  side,  where  there 
is  great  tenderness.  She  complains  of  her  heart — a sense  of  oppression ; breath- 
ing accelerated;  no  stool;  urine,  at  first  thick  white  sediment,  now  clear;  no 
more  vomiting.  Apply  Ung.  Hydr.  and  Bellad.  to  abdomen. 

29th. — Rallied;  more  reaction ; tongue  coated,  hut  moist;  pulse  100.  Other 
things  as  before,  but  a sanguineous  discharge,  rather  bright,  has  been  going  on 
all  day. 

30tb. — As  before ; still  some  discharge  of  blood  j breathing  easier ; sleeps  fairly ; 
takes  a little  food. 

31st. — A little  nausea;  bowels  have  been  kept  quiet  by  opium;  abdomen  is 
still  tender,  but  less  tense;  pulse  108;  the  discharge  has  ceased.  To  have  an 
enema. 

April. — Went  on  improving  from  day  to  day.  As  tenderness  diminished  it 
became  safe  to  exercise  palpation.  A firm  tumour  was  felt  rising  three  to  four 
inches  above  symphysis  in  median  line,  and  extending  a little  on  either  side.  Per 
vaginam,  the  fundus  vaginae  behind  the  cervix  uteri  was  depressed  by  a firm 
swelling ; the  cervix  was  fixed  and  pushed  towards  pubes ; the  os  small,  set  fast 
by  the  surrounding  eATusion. 


Sub-group  5. — Case  in  which  the  Hemorrhagic  Pro- 
perty OF  the  Blood  was  increased  by  Disease. 

Case  53. — Menstruation  occurring  during  mifittack  of  modified 
variola;  mtra-peritoneal  effusion  of  hlood ; recovery. 

In  May,  1870,  I saw  a young  lady  sufiiering  from  modified  variola.  The  fever 
was  severe.  She  was  menstruating  when  seized,  but  there  was  not,  when  I first 
saw  her,  any  abdominal  pain  or  swelling.  Next  day,  however,  she  was  suddenly 
attacked  with  the  most  acute  pelvic  and  abdominal  pain.  Decided  peritonitis 
with  tumefaction  followed,  and  she  was  for  some  days  in  a critical  state.  She 
made  a good  recovery. 

This  case  stands  by  itself,  if  regarded  from  the  etiological 
point  of  view.  The  influence  of  variola,  as  of  other  zymotic 
diseases,  in  disposing  to  hcemorrhages  is  well  known.  Here 
the  normal  menstrual  haemorrhage  was  greatly  increased  under 
this  influence,  so  that  there  was  overflow  into  tlie  peritoneal 
cavity.  Had  the  symptoms  which  attended  the  efi^usioji  in  this 
case  been  observed  during  typhoid  fever,  they  Avould  almost 
certainly  have  been  taken  to  indicate  perforation  of  the  intes- 
tine. Is  it  not  possible  that  such  an  error  has  been  made  ? 

Several  cases  similar  to  this  have  been  recorded.  Barlow 
published  a case  of  pelvic  haematocele  supervening  on  purpura 
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(‘Ediiib.  Monthly  Journ./  1841);  Scaiizoni  one  arising  during 
measles.  H41ie  and  Laboulbene  describe  cases,  the  first  of 
variola,  the  second  of  scarlatina,  in  which  large  clots  were  found 
in  the  uterus,  and  the  Fallopian  tubes  were  distended  by  blood 
coming  from  the  uterus,  but  there  was  no  blood  in  the  perito- 
neum. These  two  cases  are  cited  by  Bernutz  to  show  that  the 
blood  forms  in  the  uterus,  and  may  flow  back  into  the  perito- 
neum. The  haemorrhagic  tendency  induced  by  smallpox  is 
illustrated  by  a case  related  by  Bouillaud.  A patient  in  La 
Charite,  suffering  from  modified  smallpox,  was  seized  Avith 
alarming  heemorrhage  Avhen  the  catamenia  returned  three  days 
after  the  eruption.  Bernutz  relates  a case  of  haematocele  from 
acute  jaundice  in  a pregnant  Avoman.  When  Ave  reflect  upon 
the  extreme  hsemorrhagic  tendency  Avhich  marks  this  dire  disease 
Ave  cannot  be  surprised  that  haemorrhage  should  take  this  form. 

Some  of  the  cases  narrated  are,  no  doubt,  open  to  criticism  as 
to  correctness  of  diagnosis.  In  some  instances  the  diagnosis 
Avas  draAvn  from  the  history  and  general  symptoms,  and  was  not 
established  by  local  exploration.  Taken  as  a Avhole,  hoAvever, 
they  help  to  illustrate  most  of  the  important  characters  of  retro- 
uterine haeinatocele. 

1.  The  distinction  betAveen  encysted  and  non-encysted  blood 
effusions  in  the  peritoneum  is  seen  by  contrasting  the  cases  in 
Group  I,  of  rupture  of  the  uterus,  in  Group  II,  of  rupture  of 
extra-uterine  gestation-cysts,  some  cases  of  Group  III,  of  rup- 
ture of  an  ovarian  tumour,  Avith  the  cases  in  Groups  V and  VI, 
of  effusions  from  abortion  and  menstrual  disturbances.  The 
first  great  fact  that  strikes  the  observer  is  that  Avhen  the  effused 
blood  does  not  become  encysted,  death  results ; Avhereas  Avhen 
it  does  become  encysted,  recovery  is  the  rule.  It  does  not, 
indeed,  folloAv  that  the  presence  of  pure  blood  in  the  peritoneum 
is  the  cause  of  death,  although  it  is  certain  that  its  isolation  is  a 
curative  process. 

In  the  first,  or  cataclysmic,  order  of  cases,  the  failure  of  the 
encysting  process  depends  mainly  upon  the  crushing  severity  of 
the  lesion,  and  the  large  quantity  of  blood  poured  out  in  a short 
time.  The  shock  and  anaemia  are  so  great  that  the  patient  is 
killed  in  perhaps  a few  hours.  There  is  no  rally,  no  opportunity 
for  throwing  out  the  conservative  lymph.  It  seems  to  me  also 
that,  in  those  cases  Avhere  the  patient  survives  tAvo  or  three 

4 


48  Cases  illustrating  the  Clinical  History  and  Pathology 

clays,  the  blood  remaining  in  the  vessels  is  deprived  by  the 
shock  of  its  natural  power  to  exude  plastic  matter.  Even 
when  no  serious  loss  of  blood  occurs,  if  the  injury  is  great  and 
sudden,  the  consequent  shock  seems  to  retard  the  establishment 
of  peritonitis.  I have  seen  examples  of  this  in  ruptures  of 
ovarian  cysts,  where  the  shock  alone  proved  fatal,  no  peritonitis 
occurring.  On  the  other  hand,  where  the  primary  lesion  is  not 
very  severe,  Avhen  the  blood  is  poured  out  gradually  and  in 
moderate  quantities,  insulation  by  peritonitic  effusion  takes 
place  quickly. 

The  encystment  of  the  blood  is  the  first  step  towards  getting 
rid  of  it,  and  this  final  purpose  is  effected  in  various  cvays.  The 
blood  coagulates,  and  may  he  discharged  in  mass  by  an  opening 
in  the  vagina  or  rectum,  as  in  cases  21,  24,  25,  35,  36,  40.  It 
may  undergo  a process  of  softening  and  absorption  into  the 
system ; it  may,  without  coagulating,  or  after  coagulation  and 
breaking  up,  be  evacuated  slowly  by  a small  opening  into  the 
rectum  or  vagina.  Dr.  Willoughby  Wade,  observing  the  fre- 
quent sanguineous  discharge  which  continues  during  the  reco- 
very, conjectures  that  the  liquefied  blood  finds  its  Avay  out  by 
the  Fallopian  tubes  and  the  uterus.  At  one  time  I was  dis- 
posed to  adopt  this  view.  But  examination  of  the  relations  of 
the  Fallopian  tubes  to  the  cysts  in  fatal  cases  has  not  confirmed 
Dr.  Wade’s  hypothesis.  The  opening  from  the  cyst  into  the 
rectum  or  vagina  may  he  very  small,  so  as  to  admit  of  very  slow 
discharge.  The  lucmorrhagic  dischai'ge  by  the  vagina,  w’hich 
Dr.  Wade  thinks  comes  from  the  cyst  by  the  tubes  and  uterus, 
probably  flows  partly  by  this  direct  route,  and  in  part  is  exuded 
from  the  uterine  mucous  membrane,  to  relieve  the  congestion 
which  so  commonly  arises  in  cases  where  the  uterus  is  fixed  by 
surrounding  deposits.  The  perusal  of  the  greater  number  of 
my  cases  Avill,  moreover,  confirm  what  has  been  noticed  by 
others,  namely,  that  metrorrhagia  is  not  only  a common  antece- 
dent of  effusion,  but  persists  throughout  the  history  of  the 
affection.  Puech  says  persistent  sanguineous  discharge  is  cha- 
racteristic of  the  tubal  source  of  the  haemorrhage.  It  is  also 
remarkable  that  rectal  and  vesical  tenesmus,  with  dysenteric 
discharge  stained  with  blood,  are  not  uncommon  symptoms  of 
liaimatocele.  Voisin  is  of  opinion  that  the  blood  does  not  in 
these  cases  come  from  an  opening  in  the  cyst,  but  that  it  is 


of  Effusion  of  Blood  into  the  Peritoneum.  49 

simply  an  exudation  from  the  congested  mucous  membrane  of 
the  bowel. 

Courty  does  not  believe  in  the  complete  disappearance  of 
hsematocele  j he  says  a nucleus  remains.  Upon  this  point  .1 
think  this  excellent  author  is  in  error.  I can  have  no  doubt, 
from  accurate  comparative  observations  made  during  the  suffer- 
ing and  after  recovery,  that  in  many  cases  the  disappearance  is 
complete,  the  uterus  regaining  its  natural  mobility.  This  was 
notably  ascertained  in  cases  21,  22,  36,  30,  40,  44.  In  some 
cases  the  tumour  vanishes  by  absorption.  It  is,  however, 
certain  that  in  some  instances  a nucleus  does  remain  encap- 
sulated in  peritonitic  effusions,  which  cause  adhesions  between 
uterus,  rectum,  and  other  intestines,  persisting  for  an  indefinite 
time. 

In  some  instances,  rare,  it  is  true,  the  hsematocele  bursts 
into  the  peritoneum.  Tuckwell  cites  a case  from  Seyfert. 

What  is  the  source  of  the  blood  ? In  the  cases  of  rupture  of 
the  uterus,  tubes,  or  ovaries,  it  is  clear  enough.  But  in  cases  of 
abortion  and  of  menstrual  difficulty  it  may  be  questioned  whether 
it  comes  from  the  ovaries,  from  the  Fallopian  tubes,  or  from 
varices  of  the  broad  ligaments.  Richet,  Ollivier  (d’ Angers), 
Tilt,  adduce  evidence  to  show  that  the  source  has  been  a burst 
varix  of  the  broad  ligament.  Bernutz  points  out  that  in  cases 
of  hsematocele  from  varix  the  accident  comes  on,  not  at  a 
menstrual  epoch,  but  after  fatigue,  which  causes  distension  of 
the  varix.  It  is  certain  that  varix  of  the  pampiniform  plexus, 
and  of  the  plexuses  about  the  vagina  and  vulva,  may  result 
from  pregnancy  and  complicate  varices  of  the  veins  of  the  legs ; 
and  there  are  several  examples  known  of  a varix  of  a leg  in  a 
pregnant  woman  bursting,  and  proving  rapidly  fatal.  I have 
myself  known  such  a case.  We  may  then  admit  the  possibility  of 
hsematocele  from  varix,  but  observation  shows  that  it  is  exceed- 
ingly rare. 

Virchow  affirms  that  the  common  source  is  exudation  fi-om  the 
delicate  new-formed  vessels  of  inffamed  peritoneal  surface ; that 
is,  in  fact,  that  there  has  been  antecedent  peritonitis.  Tardieu 
relates  two  cases  in  which  he  concluded  that  fatal  hsemorrhage 
came  from  the  peritoneal  surface.  Bernutz,  however,  does  not 
admit  that  they  prove  the  existence  of  a hsemorrhagic  pelvi- 
peritonitis. Schroder  goes  so  far  as  to  affirm  that  a tumour 
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caused  by  a collection  of  blood,  whicli  can  be  felt  in  the  vagina, 
can  only  arise  where  a cavity  is  pre-formed  for  it;  that  is, 
when  Douglas  s sac  is  first  closed  above  by  a partial  adhesive 
peritonitis. 

I cannot  help  agreeing  with  Ferber,  who  objects  that  this 
pre-formed  cavity  is  a pure  hypothesis.  But  one  cannot  dispute 
a proposition  made  by  a pathologist  so  rich  in  experience  and  in 
genius  as  Virchow  without  considerable  misgiving.  If,  how- 
ever, I might  venture  to  interpret  my  own  observations,  I should 
be  compelled  to  conclude  that  the  peritonitic  source  must  be 
extremely  rare ; and  that  the  general  opinion  which  declares 
the  peritonitis  to  be  secondary,  not  primary,  is  correct. 

The  ovarian  source  is  contended  for  as  frequent  by  Nelaton, 
by  Voisin,  and  Laugier.  Voisin  cites  Bischoff,  Raciborski, 
and  others  to  show  that  in  ordinary  menstruation  some 
blood  escapes  from  the  burst  vesicle,  and  refers  to  known 
cases  of  blood-escape  from  diseased  ovaries.  Concerning  the 
latter  there  can  be  no  doubt.  Cases  13,  14,  16  are  proofs  in 
point.  It  is  also  intelligible  that,  under  conditions  of  unusual 
ovarian  turgescence,  aggravated  by  emotion  or  other  causes,  the 
rupture  of  a mature  Graafian  vesicle  may  be  attended  by 
haemorrhage  enough  to  form  a hsematocele.  But  the  most 
careful  consideration  of  the  greater  number  of  cases  in  Groups 
V and  VI,  where  hsematocele  ensued  on  abortion  or  disturbance 
of  menstruation,  leads  me  to  concur  in  the  ojiinion  of  Trousseau, 
who  contends  that  the  blood  comes  from  the  Fallopian  tubes. 
Ruysch,  Haller,  Brodie,  all  believed  that  blood,  menstrual  or 
lochial,  could  flow  back  from  the  uterus  into  the  peritoneum. 
Trousseau  enunciates  the  aphorism  that  all  physiological  blood 
comes  from  mucous  membranes,”  and  contends  that  the  blood  in 
abortion  and  metrorrhagia  is  simply  blood  in  excess  from  the 
same  source.  Copious  exudation  of  blood  from  the  mucous 
membrane  of  the  uterus  and  tubes,  as  an  antecedent  condition 
to  intra-peritoneal  effusion,  is,  indeed,  one  of  the  most  constant 
facts  in  the  history  of  the  affection.  Where  this  outpouring  of 
blood  is  in  excess  of  what  can  be  readily  discharged  by  the 
uterus  and  vagina,  it  is  easy  to  understand  that  some  may  be 
driven  back  by  the  Fallopian  tubes.  That  this  is  so  in  some 
cases  of  occlusion  of  the  os  uteri  or  vagina  leading  to  accumula- 
tion of  menstrual  blood  in  the  uterus  and  tubes  is  undoubted ; 
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and  the  analogy  between  these  cases  of  complete  occlusion  and 
those  we  are  discussing,  of  partial  or  relative,  obstruction  is 
obvious. 

In  the  intra-peritoneal  effusion  supervening  on  abortion,  at 
any  rate,  there  can  be  little  reason  to  doubt  that  the  blood 
comes  from  the  uterus  and  tubes.  And  I think  we  are  justified 
in  concluding  that  the  common  source  of  the  blood  in  cases  of 
menstrual  difficulty  is  the  same.  The  flow  which  precedes  the 
formation  of  the  hsematocele,  and  which  persists  long  afterwards, 
is  undoubtedly  of  uterine  or  tubal  origin.  What  reason  is  there 
to  ascribe  that  particular  portion  of  blood  which  falls  into  the 
peritoneum  at  a given  moment  to  a difierent  source  ? 

What  is  the  explanation  of  the  sudden  overflow  or  reflux  from 
the  tubes  into  the  peritoneum?  The  history  almost  always 
shows  that  it  supervenes  on  some  sudden  increment  of  the 
uterine  heemorrhage.  During  the  hypersemic  turgescence  of 
pregnancy  or  menstruation  or  habitual  metrorrhagia,  there 
occurs  some  violence,  physical  or  emotional,  that  increases  the 
flow.  In  the  menstrual  cases  it  is  clear  that  fresh  effusions  into 
the  peritoneum  take  place  at  successive  menstrual  epochs, 
producing  temporary  exacerbations  of  the  local  symptoms.  In 
these  cases  it  is  probable  that  the  subsequent  effusions  do  not 
always  take  place  into  the  cyst  formed  around  the  primary 
hsematocele,  but  outside  it,  so  as  to  cause  fresh  peritonitis. 
Hence  those  several  collections  of  blood,  divided  more  or  less 
by  fibrinous  septa,  Avhich  are  found  where  there  has  been  the 
opportunity  of  making  a post-mortem  examination. 

The  causes  of  hcematocele  are  already  in  great  part  discussed. 
One  or  two  points  only  in  this  connection  remain  for  illustration. 
I have  said  that  obstruction  of  the  natural  channel  of  menstrual 
blood  is  a cause  of  heematocele.  Cases  28,  29,  30,  31  are  in- 
stances of  this  kind.  I suspect  that  the  retrograde  escape  of 
menstrual  blood  in  mechanical  dysmenorrhoea  in  small  quanti- 
ties is  not  very  uncommon.  The  agonising  pain,  quickened 
pulse,  hot  skin,  following  upon  signs  of  shock,  not  unfrequently 
observed  in  this  form  of  dysmenorrhoea,  point,  I think,  to  this 
conclusion.  I do  not  doubt  that  intra-peritoneal  ha;morrhage  is 
one  of  the  possible  issues  of  obstructed  menstruation  from  con- 
striction of  the  os  uteri  or  from  flexion  with  angulation  of  the 
uterine  neck.  This  opinion,  drawn  from  my  own  clinical  expo- 
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rience,  is  held  by  Trousseau,  who  relates  a case  in  Avhich  extreme 
retroflexion  of  the  body  of  the  uterus  led  to  distension  of  the 
uterine  cavity  Avith  menstrual  blood,  Avhich,  not  being  able  to 
escape  through  the  os  uteri,  made  its  way  along  the  tubes,  and 
formed  an  intra-peritoneal  haematocele,  Bernutz  also  describes 
a dysmenorrhoeal  form,  and  says  it  is  marked  by  a prodromic 
stage  of  distension  of  the  genital  organs,  such  as  expulsive  pains 
and  colic. 

The  possibility  of  this  dangerous  issue  of  obstructive  dysme- 
norrhoea  is  a reason  to  be  added  to  others  for  curing  the  obstruc- 
tion. This  indication  rests,  indeed,  upon  similar  grounds  to 
those  which  determine  the  surgeon  to  operate  for  imperforate 
vagina  or  other  forms  of  uterine  or  vaginal  atresia. 

The  treatment  is,  to  a great  extent,  illustrated  in  the  descrip- 
tion of  the  cases.  In  the  cataclysmic  groups  the  opportunity 
of  treatment  is  mostly  small.  Absolute  ‘^rest,”  opium  freely 
given,  ice  to  allay  vomiting,  sum  up  nearly  all  there  is  to  do. 
Where  the  uterus  is  ruptured,  gastrotomy  to  remove  the  foetus 
and  effused  blood  should  be  the  rule.  In  cases  of  rupture  of  an 
ovarian  tumour  complicating  pregnancy,  I believe  ovariotomy 
will  come  to  be  recognised  as  the  proper  course.  It  may  not 
rescue  the  patient  from  the  collapse  consequent  on  the  injury, 
but  it  Avill  give  the  best  chance  of  recovery  by  removing  a great 
cause  of  further  mischief.  It  is  a question  often  discussed, 
whether  gastrotomy  is  not  also  indicated  in  cases  of  rupture  of 
an  extra-uterine  gestation-cyst.  Where  the  gestation  has  pro- 
ceeded seAmral  months,  so  that  the  foetus  is  of  considerable  size, 
as  in  case  5,  the  expediency  of  removing  it  by  abdominal  incision 
seems  clear.  But  there  is  more  room  for  dispute  in  the  case 
of  rupture  of  a tubal  cyst  under  three  months’  gestation.  The 
size  of  the  embryo  is  inconsiderable.  Even  on  post-mortem 
examination  it  is  not  ahvays  easy  to  discover  it.  The  great 
danger  lies  in  the  shock  and  the  extent  of  the  blood-effusion. 
We  seldom  have  the  opportunity  of  doing  much.  The  blow  is 
too  often  quickly  fatal.  Still  it  should  not  be  forgotten  that 
there  is  such  a thing  as  ‘‘  continuous  shock,’’  the  consequence 
of  an  abiding  or  progressive  injury  and  repeated  hremorrhage. 
It  is  reasonable  to  hope  that,  if  by  gastrotomy  Ave  remove  the 
effused  blood  and  tie  the  tube  so  as  to  prevent  further  bleeding, 
the  patient  Avould  have  a better  chance  of  recovery. 
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In  surveying  the  abortion-group  of  cases  we  may  observe 
that  the  immediate  cause  of  the  peritoneal  blood-effusion  has 
often  been  some  act  of  imprudent  exertion  during  the  process  of 
abortion.  This  is  another  reason  amongst  many  that  are 
recognised  for  the  exercise  of  extreme  care  and  repose  through- 
out. When  the  accident  has  happened,  it  should  be  a point  to 
secure  free  dilatation  of  the  cervix  uteri,  and  as  soon  as  practica- 
ble to  remove  the  ovum  and  membranes.  The  laminaria-tent 
should  be  used  if  the  os  internum  is  very  small.  I state  this, 
not  forgetting  that  in  a case  related  by  Dr.  L.  Atkin  (‘  Edin- 
burgh Medical  Journal^  1870)  the  formation  of  a hEematocele 
seemed  to  be  caused  by  a tent.  The  general  principle  of  treat- 
ing this  group  of  cases  is  the  same  as  that  which  forms  the 
menstrual  group.  Obstruction  of  the  cervix  uteri  should  he 
removed.  Fatiguing  journeys,  and  all  other  sources  of  physical 
and  mental  disturbance,  should  be  carefully  avoided  throughout 
the  menstrual  flow  or  metrorrhagia  from  any  cause. 

When  effusion  has  taken  place,  four  indications  arise  suc- 
cessively : the  first  is  to  support  the  patient  under  the  shock ; 
the  second,  to  restrain  further  haemorrhage ; the  third,  to 
moderate  inflammation ; the  fourth,  to  favour  the  removal  of 
the  hsematocele.  Concerning  the  first  and  second  indications, 
little  need  be  said.  In  carrying  out  the  third,  I have  seen 
benefit  follow  from  leeching  in  the  groins,  from  poulticesj 
mercury  in  moderate  doses,  but  especially  from  opium  and  rest. 
Here  as  in  all  other  pelvic  and  abdominal  inflammations  it 
should  be  a standing  rule  to  avoid  repeated  examinations. 
Manipulation  must  disturb  parts  which  above  all  things  re- 
quire repose;  it  can  hardly  fail  to  irritate  and  aggravate  inflam- 
mation, and  it  may  burst  the  blood-cyst  and  lead  to  a fatal 
renewal  of  heemorrhage  and  extension  of  peritonitis. 

Lastly,  and  in  close  relation  with  this  principle  of  abstaining 
from  disturbance,  comes  the  important  question  of  opening  the 
hsematocele.  Opinion  generally  seems  to  he  settling  in  favour 
of  non-interference.  My  own  observation  tends  to  confirm  the 
soundness  of  this  conclusion.  In  one  case  where  I was  advised 
by  an  eminent  American  physician  to  open  the  cyst  by  the 
vagina,  the  patient  recovered  perfectly  without  the  operation ; 
and  I see  abundant  reason  to  suspect  that  many  of  the  cases 
which  have  recovered  after  puncture  would  have  recovered  equally 
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■well  •without.  On  the  other  hand,  in  really  severe  cases, 
especially  where  the  source  of  the  blood  is  a diseased  ovary, 
puncture  has  not  saved  the  patient.  There  is  always  the  danger 
of  making  matters  worse  by  letting  in  air,  and  it  ts  rare  that 
the  evacuation  of  the  cyst  can  be  complete.  I am  disposed  to 
limit  resort  to  puncture  to  cases  w^here  there  is  evidence  of 
blood-infection  from  suppurative  action. 

Tonics  and  iodide  of  potaf^sium  are  the  medicines  which  I 
have  found  most  useful. 
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